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THE X-RAY LINK BETWEEN MEDICINE AND 
DENTISTRY.’ 





By Dona.p SMITH, M.B., Cu.M. (SypNEy), 


Honorary Radiologist, Perth Hospital and Perth Children’s 


Hospital. 





THE importance of those changes grouped under | 
the general term of oral sepsis has for the past 
decade been more and more recognized in medicine. 
This is due more especially to its remote yet vitally 
important manifestations elsewhere in the human 


body. 


The tooth, by reason of its pathological menace, is | 
thus a much more interesting organ to medical sci- 
ence than if it were merely the instrument of masti- | 
cation or occasionally of torture at the hands of 


the dental practitioner. 


The examination of the teeth by means of the | 
dental skiagram has played the largest part in de- 
monstrating this fact and may thus be aptly termed 
To | 


“the link connecting medicine and dentistry.” 


accentuate the main points in this relationship it 
must be remembered that chronic bacterial invasion | 
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| as regards the teeth (apart from obvious dental 
| caries) conforms to three main types: 
| (1) Pyorrhea alveolaris, general or local. 

(2) Apical sepsis. 

(3) Septic tooth relics. 

All of these types may be “concealed” on oral ex- 
| amination by other means than X-rays. 
| (1) Pyorrhcea Alveolaris. 

From a_ radiological point of view, pyorrhca 
means a chronic subgingival sepsis which has in- 
vaded the periosteum and later the bone, producing 
| a carious absorption of the alveolar process and den- 

tal socket walls. This may be general or localized, 

as in the case of the food pocket between adjacent 
| teeth. The lesson learned from the skiagram in 
many such cases is the presence of alveolar destruc- 
| tion despite the absence of exudation of pus 
on pressing the gums. The frequent association of 
| plugs of tartar around the teeth often explains this 
| feature. Again, definite retraction of the gum 
margins may be absent on inspection of the 
/ mouth. The true condition underlying what may be 

apparently normal gums is only revealed by X-ray 
| examination, i.c., the pyorrhcea is often concealed to 
| other means of examination. 
| (2) Apical Sepsis. 
| The apical type of tooth infection shows the now 





ad at a meeting of the Western Australian Branch of the 


1 Re 
Brida” Medical Association on August 17, 1921. 


well-known area of bone destruction or rarefaction 
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around the apex of a dental root, with an area of | 


inflamed and condensed bone surrounding it. 
An interesting fallacy to note in this connexion 


is the fact that a similar appearance may be present | 
without septic origin in arsenical necrosis following | 
devitalization of the pulp by this drug, also in asso- | 
ciation with foreign bodies, such as a broken dental | 
broach or a guttapercha root filling driven through | 
the apical foramen. The mental foramen of the man- | 
dible may also be mistaken by the unwary for an | 


abscess on the second lower bicuspid. 


As in the case of pyorrhea, the tooth involved | 
It may not | 


may present no apparent symptoms. 
ache nor be tender on mastication or percussion, nor 
show a discharging sinus, a broken filling or a leaky 
crown, etc., i.e., the infection is even more commonly 
concealed than in pyorrheea. 


Again is the skiagram the only diagnostic mechan- | 


ism for both doctor and dentist. 


It is worthy of mention here that living teeth do | 


not develope apical abscess, but old warriors, much | , E 
aes d is Point No. 3. 


filled or bearing crowns and pivots, should always 
be suspect until verified by X-ray examination. 


(3) Septic Tooth Relics. 


They are often completely hidden by intact gums 
and give no local symptoms. 
easily disclosed by X-ray examination. 

They thus contribute to a third type of concealed 
dental sepsis. 


Point No. 1—Chronic Dental Sepsis to be Revealed in a | 
| focus remains as a necrotic area deep in the alveolar 
The existence of such infections interests a den- | Process, from which absorption of toxins continues. 
_ And the physician wonders why the patient is not 


Majority of Cases by X-Rays Only. 


tist in regard to the possibility or otherwise of pre- 


serving a useful tooth. To the doctor, however, it | 
frequently means the solution of a difficult case. | J sone 
The recent writings on pathological changes arising | after-treatment following extraction in such cases. 
| A gauze drain, sufficient to prevent food entry, yet 

| not sufficient to dam back discharges, will prevent 
| early closure of the socket above. Removal of un- 
: , - is matter | healthy bone and freer drainage can be obtained by 

ee ee ee | the use of a large dental burr. Lavage with suit- 
_ able antiseptics can be carried out. A probe pro- 
| claims new bone filling up from the bottom and the 


Point No. 2.—The Relationship Between Dental Sepsis | 


elsewhere in the body referable to the teeth are too 
numerous and well recognized to need any repeti- 
tion here. Since the time of William Hunter to the 


by so many that nowadays one is quite happy simply 
to state that: 


and General Disease is Amply Proven. 


Whether it be by the dissemination of bacteria | 


themselves or the absorption of their toxins matters | frequently noted years after extraction of teeth, with 


little, the origin may be found in the tooth. In 


the dentist share a dual responsibility in being cog- 


nisant of such a relationship and should utilize | : c 
| the irregular capes and bays of a necrotic alveolar 


The patient reaps the benefit and his interests are | 


X-rays for its discovery in any doubtful case. 


the concern of both professions alike. 


This brings us to the question of indications | 


in treatment suggested by X-ray examination. . 


If the case be a purely dental one, the tooth or | 
teeth may be treated conservatively and useful | 
members saved. The procedure used is a matter of | 


dental interest. 


If, however, a dental infection has been discovered | 
as a possible cause of grave ill-health, then the in- | 


a se ee | closed by a bony wall before regeneration of bone 


| has occurred in the wall of the abscess cavity. The 
_ latter process is delayed by the changes due to 


Figure I.. 


terests of the patient demand that such a focus be 
completely eradicated; extraction at once! Yet 
more: 


Point No. 3.—Extraction of Offending Teeth is Only the 
First Step in Treatment. 
One might well say: and the greatest of these 


Figure I. is a sketch from an actual dental skia- 
gram taken some years after extraction of a tooth 
with a septic apex; it is representative of many. 


Broken portions of teeth left behind after extrac- The organization of blood clot by actively vascular 


tion constitute relics and are almost always septic. | 


muco-periosteum quickly closes the septic socket, 
new bone invades this from the comparatively 
healthy alveolar margins and the socket is rapidly 


chronic inflammation, persisting for months or years. 
As a result the tooth has been extracted, yet a 


relieved by the treatment! 
This picture clearly indicates the necessity of 


focus is finally eradicated. The method is analo- 
gous to the treatment of any other septic bone sinus. 
Figure IT. is again a typical sketch of a condition 


pyorrheal destruction of the alveolus, and as fre- 


reference to this I must say that both the doctor and | quently associated with toxic absorption. The 


gums are perfectly healthy and intact, yet the skia- 
gram reveals the “open socket” of chronic sepsis or 
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margin. Again the rapid healing of vascular gum 
tissues has outpaced the process of bone repair fol- 
lowing the removal of the teeth. 

The plea arises that the sockets be kept open after 


extraction in septic cases, the extracted teeth being | 


regarded as analogous to sequestra and requiring 
similar after-treatment. 


Summary. 


1. Dental sepsis conforms to three main types, 
viz:, pyorrheea, apical sepsis and relics. In all three 
it is more commonly concealed than apparent and 
is then found only by X-ray search. 

2. Its importance in the etiology of numerous 
general diseases of grave significance is established. 

3. Simple tooth extraction is an inadequate pro- 
cedure in the eradication of such foci and must be 
supplemented by measures analogous to sequestrec- 
tomy elsewhere in the body. 

ae: ae 


INDUCTION OF LABOUR VERSUS CAESAREAN 
SECTION." 


By ArTHUR SHERWIN, M.D., 
Honorary Outdoor Surgeon, Women’s Hospital, Melbourne. 


Tus paper is inspired in part by Whitridge Wil- 
liams’s masterly article entitled “The Abuse of 
Cesarean Section” which appeared in the American 
journal, Surgery, Gynecology and Obstetrics, of 
August, 1917; in part by cases reported in Tur 
MepicaL JOURNAL OF AUSTRALIA or which have come 
directly under my own observation in which 
Cesarean section has been performed where induc- 
tion of labour or even a little more confidence in 
the adaptability of Nature to deal with obstetrical 
problems would, in my opinion, have been a more 
rational line of treatment and again in part by the 
exceedingly high mortality record appearing in the 
last report of the Maternity Department of the 
Melbourne Women’s Hospital, where the perform- 
ance of induction of premature labour is conspicu- 
ous by its absence and Cesarean sections are per- 
formed with noticeable frequency. 

If it be asked why the opinion of Whitridge Wil- 
liams should be singled out from that of other emi- 
nent obstetricians of the time, it may be answered 
that, whereas Eden is the standard text-book for the 
qualifying medical degrees in Great Britain, Whit- 
ridge Williams is the one employed in most clinical 
schools by those reading for higher examinations, 
which is surely a recommendation of true merit for 


an American by the conservative obstetricians of 


Great Britain. 
General Considerations. 


Induction of premature labour in selected cases | 


must appeal strongly to the thinking obstetrician, 


firstly on account of the simplicity of its perform- | 
ance and its undeniably satisfactory results to | 
mother and child and secondly on account of the | 


active mental exertion and patient observation 
necessitated in determining the precise moment for 
its performance. This very reason, unfortunately, 


would tend to make it unpopular with the over- | 





1 Read at a meeting of the Melbourne “Gynecological and 
Obstetrical Society on March 10, 1921. 


| 


worked general practitioner, coupled with a natural 
timidity that inopportune interference might prove 
disastrous to his patient and so bring discredit on 
himself. To such, Cesarean section, which can 
readily be performed by anyone possessing ordinary 
operative ability, enhanced by the theatrical glamour 
which still surrounds the operation, both in the 
professional and the lay mind, appears the far easier 
method of dealing with a complicated labour. 

If this be so, why not be a little more liberal and 
do more sections, instead of subjecting many pa- 
tients to the trial of labour? Whitridge Williams’s 
answer to this is: Firstly, it would lead to an in- 
creased mortality, as ideal results are only obtained 
from Cesarean section when the operation is per- 
formed at an appointed time at the end of pregnancy 
or shortly after the onset of labour upon uninfected 
women and amid suitable surroundings. It is a 
well established fact that, though the mortality be 
negligible if the operation be performed at the time 
of election, yet the risks increase with every hour 
the patient is in labour and the mortality approaches 
at least 10% if the operation be performed when the 
second stage has been well established and becomes 
still higher when undertaken upon infected or ex- 
hausted women. Secondly, Williams argues against 
the increasing performance of the operation on the 
grounds that it would result in slipshod mental pro- 
cesses, as the performance of any operation in the 
absence of a clean-cut indication is a confession of 
obstetrical failure. Thirdly, that the presence of a 
cicatrix in the anterior uterine wall constitutes a 
locus minoris resistentie which may lead to rupture 
in subsequent pregnancies. Provided the uterine 
wall has healed by first intention, such a possibility 
is quite remote, but if convalescence has been dis- 
turbed, the cicatrix is frequently so thin that rup- 
ture may readily occur, so that “once a Czsarean, 
always a Cesarean.” 

Findlay, writing under the heading of “The Lost 
Art of Obstetrics,” deplores the many abuses that 
have crept in which would never have existed, were 
it not for want of training and the temptation for 
notoriety from a spectacular operation. 

Belly-ripping, he declares, has become a mania 
and threatens to supplant many altogether reliable 
manual means of delivering through the natural 
passages. He has sometimes suspected that the 
surgeon views these passages as a makeshift, to be 
used when the surgeon is otherwise engaged. 
Cesarean section can be performed by an operator 
of mediocre ability, but to have a comprehensive 
understanding of the indications for it implies a 
knowledge which relatively few possess. 

And again, Grandin, referring to the “fads and 
heresies” which have cumbered the art of obstetrics, 
denounces the Cesarean section craze and wonders 
if some of the operators are trained in the tech- 
nique of version, if they own the axis-traction for- 
ceps and if they have relegated the induction of 
labour to the ash-heap. 


Methods of Inducing Labour. 
Having previously stated that a strong argument 
in favour of induction of labour is the simplicity 
of its performance, it may not be out of the way to 
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describe the methods usually employed. Two only | 
are of value in routine practice, riz., Krause’s | 


method and De Ribes’s bag. 


Rupturing the membranes or packing the cervix | 


for this purpose need only be mentioned to be con- 


demned, except in exceptional cases. The former at | 


once does away with the natural hydrostatic dilator 


and by permitting direct pressure on the feetus, | 


greatly militates against its chances of survival. 
The latter method (viz., packing the cervix) is un- 
certain and non-aseptic. 


Krause’s method, however, gives the most satis- | 


factory results. 


It consists in the insertion of two | 


or more (preferably three or four) bougies into the | 
cervix, between the membranes and uterine wall. In | 
a primipara it is wise to carry out this operation | 
under anesthesia ; the vagina can then be thoroughly | 
cleansed. You insert the speculum and draw down | 
the cervix with a tenaculum; the bougies (gum elas- | 


tic, size No. 10) can be inserted with ease and kept | 

é ) . _ the channel have a much greater tendency to re- 
In a multipara anesthesia is rarely necessary, Production. 
Having cleansed the vagina, the patient is placed in | 


the left lateral position and by inserting two fingers | stetricians and by the still more forceful argument 


in position by means of a tampon. 


of the left hand into the posterior fornix, the bougies | 


can readily be directed into the cervix. 


tractions. If only one is used, it may lie there for 


si ions; t h f | : “a 
a week, causing no contractions; but three or four of 825 em. in the flat or rhachitie type and 89 cm. 


rarely fail to start labour in a very few hours. 
Induction by a De Ribes’s bag has the advantage 


The object | induc . 
of inserting three or more bougies is to expedite con- | ig it to be the correct rationale of treatment in 
| pelves showing moderate degree of contraction, tak- 


that, being a hydrostatic dilator in the form of an | 


artificial bag of waters, it imitates the natural me- 


find the cervix three-quarters or fully dilated. 


sufficient dilatation to permit of its insertion, which 
may have to be brought about by dilating with 


part with resulting prolapse of the cord. This, after 


and delivery can be effected immediately. 


Indications. 


are found in: 
(1) Contracted pelvis (relative degree of con- 
traction). 
(2) Albuminuria with toxic symptoms. 
(3) Ante partum hemorrhage. 
(4) Cardiac or other constitutional disease. 


(5) The history of a large child at previous | 
| fourth week to full term. 


confinements. 


The three first mentioned, being those most fre- | 
quently encountered in general practice, are there- mortality is high at the end of the thirty-fourth 


| week, on account of the prematurity of the infant. 


fore the ones to be considered in detail. I will con- 


sider first of all the case of contracted pelvis. Just | 
as Cesarean section, pubiotomy, etc., have their | 
limitations, so also has induction of premature | 
labour and it is rather to the border line cases which | 


tax the brain of the thinking obstetrician as to their 


management, that I want to present the following 
points for such criticism as is warranted. 

The views held at Queen Charlotte’s Hospital in 
regard to the treatment of contracted pelvis are: 
(i.) Such treatment should involve the minimum 
risk to the mother. (ii.) A viable, uninjured child 
should be obtained thereby. (iii.) The method 
adopted should imitate Nature as closely as possible. 

The results that are obtained, will be demon. 
strated in the attached table. 

We find that opinion on the advisability of per. 
forming induction of premature labour varies very 
greatly. English obstetricians are for it, Ameri- 
cans are divided and French directly against it, 
though this last attitude may to some extent be ex- 
plained by the fact that France, as a Catholic coun- 
try, would countenance no procedure likely to cause 
risk to an unborn child and, secondly, the fact that 
one or two at the most is the size of the average 
French family, whereas folks on the other side of 


Supported, then, by the opinion of English ob- 
in the shape of the uniformly good results following 
induction of labour, I have no hesitation in assert- 
ing as the minimum measurement a conjugata vera 
in the generally contracted or round pelvis. With 


this as a minimum measurement and induction not 
earlier than the thirty-fourth and preferably nearer 


" | the thirty-sixth week, we are enabled to cope effec- 
chanism very closely. Further, a commencement of | ,. ry . << ’ 
uterine contractions may be expected very soon after | wed bia the greater number of so-called “border 
its insertion and immediately after its expulsion we | : 


The two essentials for the success of this operation 


The disadvantages are: firstly, the necessity for | Mer 


(i.) Accurate pelvimetry, for, as Dr. Chenhall 
observes in THE MepicaL JOURNAL OF AUSTRALIA Of 


| July, 1919: “Pelvimetry in obstetric tice is the 
Hegar’s or Bossi’s dilator under an anesthetic; sec- | we 4 ceca” ani ake ae 


only, there is the tendency to displace the presenting | medicine, accuracy in both depending upon the 


: “* | gkill of the operator in interpreting the phenomena.” 
all, is not so very serious in practice, as the cervix | np i P g P 


is left fully dilated after the expulsion of the bag | 


analogue of percussion and auscultation in clinical 


(ii.) Ability to determine the precise moment at 
which induction is to take place.. This requires a 


| considerable amount of practice and when, after 


careful weekly examinations of the patient, we find 


a la é s | the foetal head will just not enter the brim of the 
The indications for induction of premature labour | 


pelvis, we can delay no longer, but must at once 
set about to induce labour. 
I have tabulated seventy-two cases of contracted 


| pelvis in which induction of premature labour was 
| performed during my association with Queen Char- 
| lotte’s Hospital, London. 
| true conjugate varied from 8.25 cm. to 10.1 em. and 


The measurement of the 
the period for induction from the end of the thirty- 


It will be seen from this table that the fetal 


It is also high as we approach full term in the 
greater degrees of contraction, due probably to the 
moulding and consequent feetal discomfiture. 

In those cases, however, in which induction is 
performed at the thirty-sixth, thirty-seventh, thirty- 
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Seventy-Two Cases of Contracted Pelvis Treated by Induction of Premature Labour. 





Period of Pregnancy. Conjugata 


Number of 
‘ases ——__—- 
Vera. Induced. 


Results to Mother. Results to Child. 








Living. Living. 


Dead. | 





8.25 
8.90 
9.50 
10.10 


Thirty-Four Weeks .. 














Thirty-Six Weeks 





Thirty-Seven Weeks 








Thirty-Eight Weeks.. 











Thirty-Nine Weeks .. 














Forty Weeks 











Total 


Thirty-Four to Forty Weeks (Grand 
WG es Re ae ee ee 





eighth and thirty-ninth week the fetal results, as 


shown, are extraordinarily good, the average mor- 
tality being only very little greater than that for 
the total number of deliveries at the Melbourne 
Women’s Hospital for the preceding year. 

The foetal mortality for induction at these times 
works out at 14%, while in the Melbourne Women’s 
Hospital the average for “all” cases is between 
12% and 13%. 











yoy 

But the great outstanding feature of this method 
lies in the fact that “not a single maternal death” 
is recorded in the series. 


Placenta Prezevia. 
I shall now turn to the question of inducing 
labour in cases of placenta previa. 
Tn the case of a primigravida with complete pla- 
centa previa coupled with a rigid cervix and severe 
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hemorrhage Cesarean section is unquestionably the | 


ideal treatment. 


| 
| 
| 
| 
| 


But how often do we meet with such a combina- | 


tion, for ordinarily the low implantation leads to | 
| pressure to bear on the bleeding surface and the 


softening and partial dilatation of the cervix and, 


secondly, the great majority of abnormally situated | 
placentz occur in multigravide (the prevalence, ac- | 


cording to Doranth’s figures, based upon more than 


30,000 labours occurring in Chrobac’s Clinic, in- | 
_ from prematurity) by making pressure on the bleed- 


creases with each consecutive labour, till he found 
that after the seventh pregnancy the percentage was 
as high as 5.5% compared with 0.17% in a second 
pregnancy or 1.28% in the fifth). 

Consequently, we have usually to deal with a 
faultigravida in whom, as just stated, the low im- 


the risk of converting an external into a concealed 
hemorrhage, with disastrous results. 

By rupturing the membranes and inserting the 
bag into the uterine cavity we are bringing direct 


hemorrhage is effectually checked. 

Again, in marginal cases, simply rupturing the 
membranes and putting on a firm binder will often 
have the same effect, the child’s head (as a rule small 


ing surface and irritating the cervical sector, 
shortly sets up uterine contractions which end in 


| spontaneous delivery. 


plantation leads to softening and partial dilatation | 
of the cervix. The best general treatment in dealing | 


with laterally or centrally situated placenta there- 


fore consists in the introduction of a Champetier De | 


Ribes’s bag, which checks the hemorrhage immedi- 
ately and leads to sufficient dilatation of the cer- 
vix to allow of delivery either spontaneously or by 
version and extraction. 


Taking a series of sixty-seven consecutive cases 
of placenta previa from Queen Charlotte’s Hospital 
records, we find that labour was induced in thirty 
by means of a Champetier De Ribes’s bag. Four out 
of the thirty patients were primipare, the first of 
the series (having been plugged previous to admis- 
sion and consequently being unsuitable for Cesarean 
section) died from shock shortly after delivery. In 
the remaining three cases the termination was satis- 


| factory to the mother, but two of the babies died. 


One point I should like to emphasize in the use | 
of a De Ribes’s bag in these cases is the necessity | 


of first rupturing the membranes; otherwise we run 
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Variety. Maturity. Parity. 


40th Week 
36th Week 
32nd Week 
36th Week 
33rd Week 
30th Week 





Primipara 
Primipara 
Multipara 
Multipara 
Multipara 
Multipara 


Central 
Lateral 
Lateral 
Lateral 
Lateral 
Lateral 
30th Week 
Week 
Week 


Lateral Multipara 
40th 
34th 
30th 
40th 
40th 


36th 


Multipara 
Multipara 
Multipara 
Multipara 
Multipara 


Central 
Lateral 
Lateral 
Lateral 
Central 
Lateral Multipara 
37th 
40th 
34th 
40th 
26th 
28th 
26th 
28th 
36th 
40th 
37th 
40th 
30th 
36th 
35th 
32nd Week 
3lst Week 


Multipara 
Multipara 
Multipara 
Multipara 
Multipara 
Multipara 
Multipara 
Multipara 
Multipara 
Multipara 
Primipara 
Multipara 
Multipara 
Primipara 
Multipara 
Multipara 
Multipara 


Partial 
Partial 
Partial 
Central 
Partial 
Partial 
Lateral 
Marginal 
Partial 
Central 
Partial 
Lateral 
Partial 
Central 
Partial 
Lateral 
Central 


(4) 
(1) 


(3) 
(6) 
(10) 

















De Ribes’s bag, version and extraction 
De Ribes’s bag, spontaneous delivery 
De Ribes’s bag, extraction 

De Ribes’s bag, version 

De Ribes’s bag, version and extraction 
De Ribes’s bag, version, spontaneous 


De Ribes’s bag, version, spontaneous 


De Ribes’s bag, version 
De Ribes’s bag, version 
De Ribes’s bag, version 
De Ribes’s bag, version 
De Ribes’s bag, version, spontaneous 


De Ribes’s bag, version, spontaneous 


De Ribes’s bag, version 

De Ribes’s bag, version 

De Ribes’s bag, spontaneous delivery 
De Ribes’s bag, forceps 

De Ribes’s bag, version 

De Ribes’s bag 

De Ribes’s bag, spontaneous delivery 
De Ribes’s bag, version 

De Ribes’s bag, forceps 

De Ribes’s bag, spontaneous delivery 
De Ribes’s bag, forceps 

De Ribes’s bag, craniotomy 

De Ribes’s bag, spontaneous delivery 
De Ribes’s bag, spontaneous delivery 
De Ribes’s bag, version 

De Ribes’s bag, spontaneous delivery 
De Ribes’s bag, version 





The twenty-six multipare treated in this way 
showed extraordinarily good results, not one ma- 
ternal death being recorded. The foetal mortality, 





Result. 





Treatment. 
Mother. 





Died 

Lived 
Lived 
Lived 
Lived 
Lived 


Died 
Died 
Died 


delivery f 
Die 


Lived 
delivery : 
Died 
Died 
Died 
Lived 
Died 


Lived 
Lived 
Lived 
Lived 
Lived 
delivery 
Lived Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 
Lived 


delivery 
Lived 


Died 
Lived 
Died 
Died 
Died 
Died 
Died 
Lived 
Died 
Lived 
Died 
Died 
Died 
Died 
Died 
Died 














Multipara a) means that the mother is pregnant for the second ens multipara (2) means the third thie : and so on. 
Died (2) and Died (3) indicates died on the second and third days respectively. 
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on the other hand, was exceptionally high, only five 
out of the twenty-six being alive on the twelfth day. 
These twenty-six mothers, however, had families 
aggregating 160 or thereabouts, or an average of 
seven per family, and herein lies the first argument 
in favour of this method, viz., the greater relative 
value of the mother’s life. As the period of preg- 
nancy, as is shown by the attached list, varied from 
the twenty-eighth to the fortieth week, with the ma- 
jority occurring about the thirty-second week, the 
prematurity and consequently the slender hold on 
life possessed by the infant must be regarded as a 
direct contra-indication to submitting the mother, 
a valuable multigravida, to the risk of a severe 
operation. 


In Déderlein’s series of 146 placente previe 
treated by Cesarean section, the maternal mortality 
was 8.9% and the fetal mortality 30%. 


In this series Cesarean section was performed on 
two occasions, both mothers being multigravide. 
One patient died a few minutes after the operation 
of extreme exhaustion following ante partum hemor- 
rhage, while in the second case both the mother and 
her child survived. 


Recently two cases under my own care of central 
placenta previa in primigravide were treated by 
Cesarean section with good results to both mother 
and child and two cases occurring in multipare 
treated, the one a central placenta previa by De 
Ribes’s bag and version and slow extraction satis- 
factory to both, the other, a marginal case, simply 
by rupturing the membranes, applying a tight binder 


and injecting pituitrin with a good maternal but a 
bad foetal result. 


In regard then to placenta previa, I would say, 
in summing up, that Cesarean section is the treat- 
ment of choice in central placenta previa with an 
uninfected primiparous patient, but induction of 
labour, either by a De Ribes’s bag or some simple 
method, is more suitable for dealing with placenta 
previa in a multigravida. 


Eclampsia. 


Second only in value in its application to the 


treatment of contracted pelvis do we find induction 
of labour to those cases of marked albuminuria, com- 
monly known as the pre-eclamptic states. Professor 
Lapthorn Smith, in an article in the British Medical 
Journal of July 26, 1919, asserts that eclampsia is 
a preventible disease, depending entirely on the 
treatment received from the medical attendant dur- 
ing the ante-natal course. De Lee, on the other 
hand, quotes one well-known operator who had per- 
formed Cesarean section in 50 cases, a poor compli- 
ment to the value of ante-natal work in his vicinity, 
if Professor Lapthorn Smith’s theory has any prac- 
tical value. 


Between the views of these two extremists there 
must be a happy medium and it is in the class cor 
monly known as the pre-eclamptics that induction 
of premature labour serves a useful purpose. 

Excluding those cases of post partum eclampsia 
and also those which occur suddenly in women ap- 
parently in good health or have shown no evidence 





of albuminuria right up to the onset of the convul- 
sions, the albuminurias of pregnancy present a very 
definite train of symptoms. Briefly, these symptoms 
are: (i.) severe headache, usually frontal, (ii.) dis- 
turbances of vision, (iii.) puffiness of the eyelids and 
cheeks, (iv.) epigastric pain, giddiness, nausea and 
vomiting, (v.) oedema of the legs and abdomen, (vi.) 
diminution of urine, (vii.) increasing amount of 
albumin, (viii.) rising blood pressure. 

These last three, viz., diminution of urine, increas- 
ing amount of albumin and rise of blood pressure, 
in a primiparous woman in the late months of preg- 
nancy, accompanied or not by one or more of the 
preceding groups, especially if they have not re- 
sponded to treatment, are indications that the preg- 
nancy should be terminated in the interests both of 
the mother and of the child. Especially of import- 
ance, to my mind, is the increasing pulse tension 
and I make a practice of inducing labour in all 
cases in which the tension persistently exceeds 150 
mm. of mercury, in spite of treatment carried out 
along eliminative lines. ‘ 

In the last annual report of the Women’s Hos- 
pital we find mention of thirty-one cases of eclamp- 
sia with six deaths and six cases of threatened 
eclampsia, but there is no mention of albuminuria. 
In view of this high mortality, it would be of interest 
to know what previous treatment the eclamptic pa- 
tient had received and the line of treatment pur- 
sued during the pre-eclamptic stage. 

In English and continental clinics the utmost 
stress is laid on ante-natal examinations, the urine 
being tested in every case of primiparous patients 
and when kidney trouble is suspected in multipare 
also. 

In the following series of cases of induc- 
tion of labour for threatened eclampsia (taken 
from the same records as those of contracted 
pelvis and placenta previa), we find that in 
twenty-one cases induced eight of the infants 
were still-born or died before the tenth day, 
giving a foetal mortality of 38%, but in every in- 
stance the mother made a good recovery. As in the 
case of placenta previa, the infant is usually prema- 
ture and suffering from toxic effects and conse- 
quently the maternal life is of the greater value. 

In summing up, while not wholly agreeing with 
the view of Professor Lapthorn Smith, I am in sym- 
pathy with his insistence on more rigid observation 
of the primigravide from the twenty-fourth week on- 
wards and if the adoption of induction of labour 
for the condition referred to as the pre-eclamptic or 
toxic albuminuric stage could be added, far fewer 
women would be presented for Cesarean section and 
far more maternal and fetal lives saved. 


Post Maturity. 


In one other class of case I make a point of in- 
ducing labour, viz., those in which the patient is ten 
days or more beyond the calculated date of confine- 
ment, provided always that the pelvic measurements 
are normal. Induction by Krause’s method is per- 
formed and care is taken to insert not less than 
three bougies. To this group I might add the cases 
of patients who give a history of difficulty at previ- 
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ous confinements with still-birth caused by the large 
size of the child’s head. 


The indications for induction in cases of morbus 
cordis, pulmonary tuberculosis and other constitu- 
tional diseases are so apparent as to require men- 
tioning only. 

Clinical Considerations. 


Referring to those cases reported recently in the 
journals or directly under my own observation, I 
would criticize adversely the performance of Czesar- 
ean section in, firstly, a case of eclampsia in which 
the author asserts he had watched the patient most 
carefully through her pregnancy and, when she had 
developed definite eclamptic attacks, he had _per- 
formed Czesarean section. 


This case may have been one of those cases which 
suddenly occur “like a bolt from a clear sky” in 
women who are apparently in perfect health; but 
they are exceedingly rare and rather lead the reader 
to the belief that Professor Lapthorn Smith’s ideal 
had not been striven after, especially as no note is 
made of rising blood pressure or other signs which 
may have led the obstetrician to suspect and ward 
off the attack or to treat the condition by induction 
at the onset of toxic symptoms. 


Again, more recently a patient came under my 
notice with the following history: She was seen 
at the thirty-second week and was told that she had 
no cause for anxiety and would have no difficulty 
at confinement. She was visited by her medical 
attendant at the fortieth week and was told after a 
rapid vaginal examination that she would have to 
undergo Cesarean section. She told the practi- 
tioner that she was going elsewhere. 

The measurements were: interspinous, 26.7 cm.; 
intercristal, 30.5 em.; external conjugate, 20.3 em. ; 
true conjugate, 11.4 em.. 

As the head was not engaging and could not be 
pressed into the brim of the pelvis, induction of 
labour was performed and a child weighing 4.5 kilo- 
grams was delivered in good condition. 

I regard the suggested operation without precau- 
tionary measurements as absolutely unjustifiable 
and could only be attributed to an obsession by the 
furor operandi! 

Again, it has frequently been brought under my 
notice that patients who have previously undergone 
Cesarean section, have subsequently been delivered 
per vias naturales of a normally developed infant. 
Others again have, owing to a prolonged labour, 
even reached the operating table prepared for abdo- 


minal section, but prior to anesthetization have | 


either expelled the fetus or so far expedited delivery 
that easy extraction with forceps resulted. Such 
border-line cases would probably have given admir- 
able results if labour had been induced about the 
thirty-eighth week of pregnancy. 


Statistics. 


My third and last argument is based on the sta- 
tistics of two hospitals. 


In one the practice of | 
inducing labour as indications arise is followed and | 
the performance of Cesarean section is limited. In | 
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much greater extent in obstetric cases. I am re. 
ferring to the practice at Queen Charlotte’s Hos. 
pital, London, during the period of my association 
with that institution on the one hand and to that 
at the Maternity Department of the Melbourne 
Women’s Hospital on the other, taking the 1920 
annual report as my guide. 


In the former T find that Cesarean section was 
performed on twenty-eight occasions (twenty-one 
of these for markedly contracted pelvis) out of 4,668 
confinements, or an average of 7%; premature 
labour was induced on numerous occasions. At 
the Melbourne Women’s Hospital I find that thirty 
Cesarean sections were performed out of a total of 
1,878 confinements, or an average of 16%0; there is 
no record of the induction of labour. 

Apparently these are two very distinctly opposing 
schools of teaching. Now, how do their maternal 
and foetal mortality records compare? After all, 
these are the only results to be considered. 


Here, however, we start with the London hospital 
heavily handicapped by the fact that the patients 
treated are drawn from the overcrowded slums: 
mothers prematurely aged through excessive child- 
bearing (I once admitted a multigravida, aged 52, 
for her twenty-eighth confinement), half-starved 
women, seething with syphilis, rickets and _ tuber. 
culous disease, contrasting with the healthy women 
with small families of sunny Australia. Yet, what 
do we find? While the maternal death-rate at the 
London hospital worked out at 2.6%, that in Mel- 
bourne is 21%. Nearly ten times greater in sunny 


| Australia! 


The infant fares a_ little better. In. the 
hospital in London 6% of the infants die before, 
during or after labour. In Melbourne, 12%, or 
exactly double. 


We learn then from these figures that prevention 
is better than cure; that a clinical school at which 
induction of premature labour is performed, must 
exercise the utmost vigilance in its ante-natal de- 
partment, lest a pathological condition likely to 
complicate labour pass undetected; that if such a 
pathological condition be recognized, it might be 
dealt with before the date of expected confinement, 
to the great advantage of both mother and child. 


That failure or disinclination to recognize these 
danger signals must inevitably result in drastic sur- 
gical treatment, which, if the results just shown are 
any indication, are poor in the extreme and would 
receive no meed of praise from that fine old obstet- 
rician, E. H. Grandin, whose concluding advice is: 
“Do the least harm, my medical friends, to woman 


_ and babe! Study the methods of the past, hunt less 


eagerly for the new goods of foreign make! Then, 
with asepsis as the keynote, you may reasonably 
hope to match the record of the master minds which 
has been my beacon.” 


That I am heartily in accord with the spirit 
prompting the above is demonstrated by the evi- 
dence accumulated to demonstrate the very real 
value of the timely performance of induction of 


the other operative measures are carried out to a | premature labour. 
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A SURVEY OF THE EFFECT OF VENEREAL DISEASE 
LEGISLATION IN WESTERN AUSTRALIA 
FOR A PERIOD OF FIVE YEARS. 


By R. C. Everirr Atkinson, M.A., M.D., D.P.H., 
Commissioner of Public Health of Western Australia. 


VENEREAL disease legislation having now been in 
operation for five years in Western Australia, it is 
thought that a survey of the statistics obtained over 
that period might be of general interest. The period 
under consideration is that between June 30, 1916. 
and July 1, 1921. 

The notification figures are set out in the schedule 
below and are so arranged as to show separately the 
half calendar year of 1916, the full calendar years 
1917, 1918, 1919 and 1920 and the first half-year 
of 1921. 

The figures given do not include duplicate notifi- 
cations, but represent, so far as possible, new infec- 
tions, duplication being avoided by means of a state- 
ment on the notification form that the case has, or 
has not, been previously under treatment. 

It would be too fanciful to suppose that the 


figures submitted represent the total number of | 


cases of venereal disease occurring in Western Aus- 
tralia, but they do, at least. give some idea of gen- 
eral prevalence and must afford a reasonably reli- 
able index of relative prevalence of the various 








forms. They also indicate what number of diseased 
persons of each sex has been actually under skilled 
treatment and to that extent represent the number 
of potential foci of infection which have been more 
or less controlled by treatment. 

It is true that many have not continued regularly 
under treatment, but these to quite a considerable 
extent have been followed up and caused to resume. 

Tt will be noted that the annual notifications vary 
within narrow limits and that approximately one 
thousand new cases are notified each year. 

The total number of cases reported during the five 
years was 5,713 and of these 4,887 occurred amongst 
males and 826 amongst females, a proportion of ap- 
proximately 6 to 1. There were 4,355 cases of gonor- 
rhea and 1,055 cases of syphilis, the proportion 
being approximately four of the former to one of 
the latter. We find, however, that, whilst there were 
five cases of gonorrhea to one of syphilis amongst 
males, the ratio was only two to one amongst 
females. 

Chancroid, it will be seen, is little notified amongst 
females, the proportion of males to females in the 
case of this disease being fourteen to one. 

Turning our attention to syphilis, we find that, 
excluding congenital syphilis, there were 770 infee- 
tions amongst males, as against 240 amongst fe- 
males, i.e., 3.2 to 1. But as regards the stage of the 


Summary of Cases of Venereal Disease Notified to the Department of Public Health During the Five-Year Period, 
June, 1916, to July, 1921. 
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disease when treatment was sought, there is an in- 
teresting departure from this ratio. In the case of 
primary syphilis, the relation between the sexes is 
8.3 males to 1 female; in secondary syphilis 1.9 to 1 
and in tertiary syphilis 2.2 to 1. 

This only too well supports the contention that a 
very large percentage of cases of syphilis in females 
are missed in the primary stage and whereas in the 
case of the male, the figures indicate that 50% are 
first seen in the primary stage, 28% in the secondary 
stage and 22% in the tertiary stage; the correspond- 
ing figures in female cases are respectively 19%, 
48% and 33%. 

The advantages to be derived from early treat- 
ment, then, are much more frequently available to 
the male than to the female. 

Disregarding congenital syphilis, of the total 
eases of this disease recorded, 42% are notified as 
primary, 33% as secondary and 26% as tertiary. 

The notifications of congenital syphilis are so few 
in number as to suggest either failure to recognize 
or failure to notify them. 

It may be said: “Yes, these figures are interesting 
from a statistical point of view, but they prove 
nothing and they do not in themselves justify the 
legislative control of venereal disease. What evi- 
dence is there that this legislation has been 
efficacious ?” 

In answering such a question, it must be admitted 
that specific evidence upon this point is extremely 
difficult to present and “efficacy” must be largely 
deduced from the degree of success which has at- 
tended the application of the measures which legis- 
lation enacted. In other words, having set out to 
attack venereal disease along certain lines which 
experience has taught us influence the contraction 
or spread of it, we may assume efficacy if we have 
succeeded in applying those measures as they were 
intended to be applied. 

We cannot say whether we have reduced the preva- 
lence of these diseases, because, in the first place, 
we have no knowledge of previous prevalence, 
whilst, secondly, we cannot know how much has not 
come to our knowledge by notification. 

The statistics then, constitute the material upon 
which we have to work and the less accurately they 
represent the true position, the greater is our experi- 
mental error and the less correct are our conclusions. 

But, if we have made provision for the early and 
complete treatment of the venereal disease that 
comes to our knowledge, if our machinery for insur- 
ing maintenance of treatment is working with rea- 
sonably good results, so that a large proportion of 
those who cease treatment, are followed up and 
caused to resume and thereby individual and com- 
munity interests are served, if the facilities offered 
for treatment are being availed of by increasing 
numbers each year and the public is becoming more 
and more educated concerning these matters, of 
which it was previously colossally ignorant, if mar- 
riage of the diseased is prevented, at least to some 
extent, and if unqualified treatment is suppressed, 
then, can we not with confidence say, this legislation 
is efficacious? 

It has been contended by many that anonymous 
notification of cases by medical practitioners and 





compulsory treatment, involving notification by 
name on cessation of treatment, will deter patients 
from seeking treatment. Yet year by year attend- 
ances at clinics have increased, as the following fig. 
ures, representing the total number attending the 
Perth, Fremantle and Kalgoorlie public clinics, will 
show: 

Year. 
1916-1917 .. 
1917-1918 .. 
1918-1919 .. 
1919-1920 .. 
1920-1921 

The great ii increase in “the year 1918. 1919 was ap- 
parently due to the opening of the Fremantle clinic. 
Whilst the number of patients admitted to special 
wards for intern treatment has similarly increased 
as under: 
Year. 
Rs ke ck gh aw We ae ee 
SE oe ae 
ES ee 
BDED MORO ces sc. be ayew, ee. 50. oe), «3 Se  aDE 
1920-1921 - ps, a) ae 
During the five: -year period under consideration, 
2,200 notifications of cessation of treatment, repre- 


Patients, 
.. 361 


Patients. 
one 56 


; senting 1,550 persons, have been received. Through 


the efforts of the Department administering the Act, 
925 of the persons involved have been caused to re- 
sume, whilst 109 are pending and a considerable 
number of these have been dealt with more than once. 
The balance have either left the State, are deceased 
or have been lost sight of, owing to the practice of 
some of giving a wrong name or address. The re- 
sult, however, must be regarded as extremely en- 
couraging and surely represents, from both the indi- 
vidual and the community points of view, effort 
well spent. 

As regards laboratory facilities at the Public 
Health Department, these have been availed of to 
a very considerable extent. During the period under 
review, 3,524 Wassermann blood tests for syphilis 
have been performed free of charge, with a view to 
assisting diagnosis or controlling treatment. Some 
3,000 specimens have been examined in connexion 
with the diagnosis and treatment of gonorrhea. 

The increase in this work immediately upon the in- 
stitution of its provision gratis was very remarkable. 

In connexion with the treatment of syphilis, 3,824 
doses of an arseno-benzol preparation have been 
issued free of charge and, where required for free 
treatment, gonococcal vaccines and mercury pre- 
parations have also been supplied. 

The following total expenditure has been involved: 


Construction, renovation and equipment in 
connexion with clinics and hospital accom- 
modation .. . £6,735 

Cost of free treatment "provided at Govern- 
ment and subsidized hospitals throughout 
the State, including maintenance of in- 
patients and honoraria to medical officers 
of clinics .. ow «« SEOI5 

Fees paid to subsidized ‘medical ‘officers <3 «« aj0ir 

Cost of arseno-benzol on vaccines, 
etc. ee S 8% «6 <«s UenerD 


DOU a aa ws 1o ee oe £30,144 
Up to June 21, 1921, the Commonwealth Govern- 


ment had subsidized this expenditure to the extent 
of £10,984. 
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Reports of Cases. 


RADICAL ABDOMINO-PERINEAL OPERATION FOR 
CANCER OF CERVIX AND VAGINO-RECTAL SEPTUM. 


By Hersperr H. Scuiink, M.B., CH.M., 
Honorary Gynecological Surgeon, Royal Prince Alfred 
Hospital, Sydney. : 


Tue following case of malignant disease of the cervix 
uteri, referred to me by Dr. Cecil Purser, presented several 
unusual features in respect of its distribution, as well as 
its possible extension, and required a much more radical 
removal than that accomplished by the Wertheim operation 
ordinarily performed for the relief of such conditions. 


Anamneésis. 


J.T., aged 51 years, single, menopause six years ago, 
was admitted to the hospital on February 10, 1921. She 
stated that she had noticed bleeding per vaginam and a 
brownish, foul-smelling discharge for some months past. 


Physical Examination. 


The patient was a thin, poorly-nourished and anemic- 
looking woman with a soft, friable mass on the cervix, the 
vault of the vagina and the recto-vaginal septum, which 
bled freely on contact with the examining finger. 

On direct inspection through the speculum it was found 
that a friable growth involved the whole of the cervix, 
originating, so it seemed, around the os externum and over- 
flowing the vaginal aspect of the cervix and the vault of 
the vagina, especially towards the right side. More promi- 
nent, however, was a patch of growth on the recto-vaginal 
septum, discrete and separated from the primary growth 
by 3.75 cm. (14 in.) at least. It appeared as if the cancer 
cells, constantly pouring from the cervix, had become 
directly implanted on the posterior vaginal wall. On the 
other hand, it might have been by extension along the 
sub-mucosal vaginal lymphatics, but direct implantation 
seemed the more likely. (See Figure I..) 


Figure l.. 
Showing Distribution of Growth and Area of Invisible Lymphatic 
Spread. Lightly shaded area represents organs and tissues 
removed. 





The question arose as to how far the rectum was invaded 
and whether the growth had penetrated as far as the extra- 
mural lymphatic system of that organ. It was clear that, 
if such were the case, even if the intra-mural lymphatic 
system and lymph sinus between the rectal wall proper 
and the peri-rectal fat had escaped invasion, some more 
radical operation than the Wertheim must be performed. 
This condition would necessitate an operation that would 
include not only the cervical and upper vaginal lymphatic 
catchment areas but also that of the upper part of the 
rectal ampulla, viz., the ano-rectal glands with their efferent 
trunks which accompany the superior hemorrhoidal ves- 
sels to enter the retro-rectal glands along the line of origin 
of the pelvic meso-colon and eventually empty into the 
glands grouped at the bifurcation of the left common iliac 
artery. The foregoing constitute the upper zone, but as 
there is complete and free lymphatic intercommunication 
between this zone and the other two zones of spread, it 
would be necessary to include (i.) the lymphatics of the 
lateral zone which traverse a plexus situated between the 
levator ani and recto-vesical fascia, to enter a gland near 
the obturator vessels and thence pass to the internal iliac 
glands, as well as (ii.) those of the lower zone, which pass 
across the ischio-rectal fossa through Alcock’s canal and 
terminate in the internal iliac glands (Miles). (See 

Figure IT..) 


By placing one finger in the 
rectum and one in the vagina the 
discrete patch of growth ap- 
peared on palpation to penetrate 
beyond the vaginal wall proper. 
It was therefore decided to re- 
move not only the uterus but 
also the rectum and pelvic colon, 
with their associated lymphatic 
areas, by a radical abdomino- 
perineal section. Sir Herbert 
Maitland informed me that he 
had many times removed the 
uterus and tubes from below 
when doing radical abdomino- 
perineal operations in females. 
As the operation performed dif- 
fers from that described by W. 
Ernest Miles for cancer of the 
rectum, a brief description of it 
might be of interest to those en- 
gaged in pelvic surgery in the 
female. 

Figure IL.. 


Showing Upward, Lateral 
and Downward Lymphatic 
Zones of Spread, which 


Operation. 


The aim of the operation was 
pr sgge el Rigs ag Mag atin to embrace all the diseased tis- 
operations.—MILgEs, Brit- Sue, together with the zones of 
ish Medical Journal, No- invisible spread, upwards, later- 

vember 13, 1920. ally and downwards of both cer- 
vix, vagina and rectum. Accord- 

‘ieillp the vagina, uterus, appendages, parametrial tissue 
and corresponding lymphatic glands, as well as the whole 
of the pelvic colon and rectum, with its fascia propria, 
pelvic mesocolon, levatores ani muscles, external sphincter, 
ischio-rectal fat and accompanying peri-anal skin, had to 
be removed to exclude the possibility of recurrence. The 
operation was performed in two stages. 


First Stage of Operation. 


On February 15, 1921, a laparotomy was performed under 
ether anesthesia. The pelvic colon was divided as high up 
as was consistent with the comfortable formation of a 
permanent terminal colotomy. The upper end was then 
closed by sewing over with plain gut and was packed away 
temporarily. The lower end of the pelvic colon, with the 
bowel clamps on, was now dealt with first by ligaturing 
the superior hemorrhoidal vessels and then by cutting 
through the peritoneum 1.25 cm. (4 in.) each side of the 
attachment of the pelvic meso-colon. The colon and the 
whole of the retro-colic tissues with contained glands 
were dissected off the posterior wall of the pelvis as far 
down as Douglas‘s pouch, where the colon was divided, 
closed and inverted by a purse-string of silk. The cut 
edges of peritoneum were then stretched across the raw 
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surface, where the removed piece of colon had been 
attached and united by a few sutures. 


Formation of Permanent Terminal Colotomy. 


The upper end of the colon was now brought through a 
split in the internal oblique muscle and, after a few 
anchoring sutures of plain gut had been inserted, the 
blind end of the bowel was drawn down underneath the 
aponeurosis of the external oblique for 5 cm. (2 in.) and 
then made to pierce this sheath and the skin just above 
Poupart’s ligament. This burrowing of the bowel under- 
neath the aponeurosis was designed to allow of a pad of 
compression controlling to some extent the evacuation of 
the bowel. A few plain gut stitches anchored the bowel 
to the external oblique and skin; the abdomen was then 
closed in the usual way. 

After the laporatomy wound was sealed off with collodion 
on February 17, 1921, the blind end of the bowel was 
opened and the bowels were freely moved. For three 
weeks the patient was allowed to become accustomed to 
her new mode of bowel evacuation. This, according to 
most authorities, is a most important factor in obtaining 
a low mortality in such extensive removals. 


Second Stage of Operation. 


On March 8, 1921, the second stage of the operation was 
performed under ether anesthesia. Working from the peri- 
neal aspect an incision was 
made from the tip of the 
coccyx, so as to encircle the 
anus, the peri-anal skin with 
underlying ischio-rectal fat 
and the whole of the vagina, 
except the lower 1.25 cm. of 
the anterior wall, which was 
left attached to the under sur- 
face of the urethra. 


The anal and vaginal ori- 
fices were then sewn up and 
the vagina and the rectum 
freed by stripping the former 
off the bladder and cutting 
through the levatores ani 
muscles, close to their at- 
tachment to the pelvic wall. 
The coccyx itself was not re- 
moved. 


There was plenty of room 
and after the levatores were 
cut through, the vagina and 
the rectum with the peri- 
rectal tissues, were easily 
freed with little bleeding once 
the transversus perinei and 
inferior hemorrhoidal arteries were tied, the superior 
hemorrhoidal vessels having been ligatured at the previ- 
ous operation. It would have been quite a simple matter to 
have removed the uterus and appendages from below, but it 
was thought that if the uterus were removed from above, 
the parametrial tissues and lymphatic areas would be more 
safely and cleanly cleared out. Gauze was packed around 
the freed vagina and rectum and the abdomen was opened, 
the uterus, tubes, parametrial tissue and glands were freed 
to meet the dissection from below and the uterus, append- 
ages, parametrial tissue, vagina and rectum with attached 
levatores ani and peri-rectal tissues were drawn out of 
the perineum en masse. The superior hemorrhoidal, the 
ovarian and uterine vessels having been ligatured, the 
latter close to their origin, there was practically no bleed- 
ing. The true pelvis was left bare, except for the bladder, 
ureters, vessels and nerves which hug the pelvic walls. The 
outlet of the true pelvis was packed with iodoform gauze 
and the parietal pelvic peritoneum was closed across it as 
well as could be to form a new pelvic floor. The abdo- 
minal wound was closed in the usual way. 


The patient returned to the ward in good condition. 
After several days the gauze was removed from below and 
replaced by fresh. This was done under kelene anesthesia 
on the first two occasions. Less and less gauze was re- 
quired at each dressing. The opening contracted and filled 





Figure III... 


Microphotograph of Growth, showing absence of cell nests. 
w power.) 





up with tissue in a rapid and satisfactory manner, leaving 
a perfect result, without any prolapse of abdominal con- 
tents whatever. Except for some shock during the first 
few days and some frequency and dysuria the patient 
made an uninterrupted recovery and was discharged from 
hospital on May 22, 1921. 


Present Condition. 


On November 21, 1921, there were no signs of recurrence 
and the patient has increased in weight. Although the 
patient had passed the climacteric six years, she experi- 
enced vasomotor changes similar to patients who undergo 
double dophorectomy previous to the menopause. She hag 
comfortable control of evacuation. For a time she experi- 
enced some difficulty in properly adjusting the pad of com- 
pression above the orifice of colotomy, but eventually met 
with success and has now established a good bowel habit, 


PATHOLOGICAL REPORT. 


By A. H. Tessurt, M.B., 


Director of the Pathological Department, Royal Prince 
Alfred Hospital. 


Tue tumour is fungating and appears to have spread 
from about the os externum 
to the vaginal vault, 
especially towards the right 
side. 


It is a carcinoma (not a 
squamous epithelioma) and 
originated, therefore, prob- 
ably in the mucous membrane 
of the cervical canal. It has 
apparently not extended up- 
wards at all and it seems 
probable that an erosion pre- 
ceded it. 


Professor Welsh (Patho- 
logical Department of the 
University of Sydney) 
thought that it was probably 
a squamous cell carcinoma 
taking origin from a mucous 
surface (vaginal aspect of 
cervix) and not developing 
cell nests (as often happens 
in that site). 


4 
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A CASE OF SPONTANEOUS RUPTURE OF THE HEART. 


By G. A. Brenir, M.C., M.D. (MEts.), D.P.H. (Lonp.), 
Assistant Physician to Out-Patients, Alfred Hospital, 
Melbourne. 


Ow1nc to the rarity of spontaneous rupture of the heart, 
the following instance of this interesting condition appears 
worthy of record: 


History. 


On November 3, 1921, I was called to see Miss X., etatis 
74, The history elicited from a friend was that for the past 
week the patient had not been feeling well, but on the pre- 
vious day had been able to walk about. For no apparent 
reason she had remained in bed on the day of the attack 
and at 3 p.m. had sat up suddenly, had called out loudly 
and had immediately fallen back apparently unconscious. 
This attack lasted only a few moments and was followed 
by severe pain, vomiting and a little later the bowels acted 
into the bed. 

On arrival I found the patient, a thin, spare woman, 
in a collapsed condition, pulseless, with grey pallor, cold, 
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clammy sweat and typical Hippocratic facies. At inter- 
vals she became very restless, twisting about on the bed 
and groaning with pain, which was apparently chiefly 
located over the precordial area and along the left costal 
margin. Lying on her right side seemed to give her most 
ease. Her temperature was subnormal. The heart sounds 
were feeble, but regular in rhythm, the rate being 84. Per- 
cussion showed no evidence of increased cardiac dulness. 
The lungs were clear. 

Nothing abnormal could be detected in the abdomen. 
With stimulation, the pulse gradually returned, at first 
feeble and regular, but later became completely irregular. 
This continued for about half an hour, when the pulse sud- 
denly became regular again. The apex beat was in the 
nipple line. 

At intervals she sat up and retched violently; throughout 
the pain was apparently intense. - 

At 5.45 p.m. she was admitted to the Alfred Hospital. 
For the remainder of these notes I am indebted to Dr. 
J. S. Mackay, the Superintendent, and Dr. A. J. Trinca, 
Pathologist to the Hospital. 

On admission her condition was as described above; 
death took place at 8.30 p.m.. 

During this time she vomited twice and the pulse kept 
alternating between a weak, regular beat and complete 
irregularity. 

_ Post Mortem Examination. 

A post mortem examination performed by Dr. Mackay 
disclosed the following: 

Lungs.—Nothing abnormal. 

Heart.—The pericardium was full of blood. The weight 
of the heart was 255 grammes (9 ounces). It contained 
some patchy fibroid areas. Both coronary orifices were 
partially occluded by atheroma. The coronary arteries 
were calcified. On the anterior wall of the left ventricle, 
1.25 em. (4 in.) from the interventricular septum and 3.2 
em. from the apex, there was a perforation about 1.25 cm. 
long. The endocardial aspect showed a large, ragged, per- 
forated area covered by adherent, fairly recent ante mortem 
clot, channelled through the centre. The ventricular wall 
at and in the neighbourhood of the perforation was mark- 
edly thinned and on microscopical section Dr. Trinca re- 
ported that the heart muscle in the neighbourhood of the 
rupture showed old fibrosis and muscle atrophy, with great 
thinning of the wall. An organizing ante mortem throm- 
bosis was attached to the site of rupture, suggesting a pre- 
liminary splitting of the endocardium, followed later on 
by a rupture through the organizing clot and the overlying 
thinned heart wall. 

Kidneys.—The right organ weighed 127.5 grammes and 
the left 114 grammes. Tney had a small, smooth, regular, 
narrow cortex. The capsule peeled easily, leaving a granu- 
lar surface. 

The intestines, liver, spleen, pancreas and adrenals were 
apparently normal. 

Diagnosis.—Myomalacia cordis, with rupture of left ven- 
tricle; atheroma; chronic nephritis. 

; Review of Literature. 

In the “Epitome of Current Medical Literature” of the 
British Medical Journal of September 10, 1921, reference 
is made to the condition above described. In the case 
there recorded, the patient survived for two days, but the 
author in a review of the literature of the subject states 
that death usually occurs in a few hours, the symptoms 
being pain in the cardiac region, anxiety, collapse and 
signs of hemorrhage. The most frequent cause of the 
condition was found to be fatty degeneration, the next most 
common being myocarditis and occlusion of a coronary 
artery. Then come abscess of the heart wall, cardiac 
aneurysm and myomalacia cordis. 

Tumour, gumma and echinococcus disease are also given 
as rare causes. Two-thirds of the cases recorded occurred 
in individuals over sixty years of age, though no period 
of life was exempt, the youngest subject being four 
months old. 

The rupture was generally single, though multiple per- 
forations occasionally occurred. 





Reviews. 
SPECIAL PATHOLOGY 


Our issue for December 3, 1921, contained a review of 
the new edition of Beattie and Dickson’s “General Path- 
ology.” We have now before us the companion volume 
on “Special Pathology,”' issued in similarly increased size, 
with many added illustrations and showing like evidence 
of careful revision, with excellent paper and typography. 
This volume largely removes our previous criticism on 
the avoidance of bacteriology and, with the companion 
work on general pathology, it forms an excellent state- 
ment of the teaching of the Edinburgh school, under the 
influence of the late Professor Greenfield. There is no 
large attempt to solve doubtful questions, but the con- 
sidered beliefs of the writers are clearly set forth. 


Malformations of the right ventricle of the heart are 
well described, following Keith. A description of subacute 
bacterial endocarditis is introduced. The importance of 
atheroma of the aorta as one cause of aortic retroversion 
is still overlooked. The hardness of the hypertrophied 
muscle of the right ventricle is attributed to chronic 
congestion. Compensatory fibrosis is made to follow mal- 
nutrition, a limited truth, hiding the true origin of severe 
fibrosis of the heart, which is usually syphilitic. A descrip- 
tion of heart block is given, but arrthythmia is dismissed 
with an almost contemptuous quotation from Cowan. There 
is a tendency to bring nodular atheroma and general 
arterio-sclerosis too close together, whereas the former is 
best treated as due to local infection and the latter as con- 
sequent on toxemia. No special description of mesarteritis 
is given, though changes in the media are held chiefly re- 
sponsible for aneurysm, which, however, surely does not 
start, as a rule, in the region of the sinuses of Valsalva. 


Many new plates, some in colour, have been inserted, 
illustrating the changes in bone marrow in morbid states 
of the blood. Acidosis and allied conditions are still stinted 
of room. The types of blood for transfusion are now given. 


The section on the nose now includes meningococcal in- 
fection and adenoid vegetations. In dealing with the larynx, 
not enough is made of the superficial character of tuber- 
culous ulceration and in syphilis the early stage of gumma 
is omitted and the attendant congestion. 


In the chapter on the lungs a short description is given 
of gas poisoning in war. Cdema of the lungs is attributed 
to general weakness of the heart, not to failure of the right 
ventricle; the form seen in Bright’s disease is treated as 
often patchy. Not enough is made of primary loss of 
elasticity in the causation of emphysema. In red hepatiza- 
tion, polymorphonuclear leucocytes are brought into promi- 
nence instead of red corpuscles. Early patches of collapse 
are made the rule in acute bronchitis. The treatment of 
the path of infection in pulmonary tuberculosis is faint- 
hearted. The authors are not prepared to accept an ali- 
mentary origin in the majority of cases; they regard the 
lymphatic road as one of the principal modes, but the usual 
channel in the adult is by the air passages, probably the 
upper passages, with further spread by lymphatics, air in- 
fection being the elementary lesion in acute tuberculosis. 
Acute disseminated tuberculosis of the lungs seldom comes 
from the blood, but usually from the abdomen. Patchy 
lymphatic dissemination is secondary to lesions in the 
pleura or bronchial glands. All this needs reconsideration. 
The bronchiectatic origin of phthisical cavities is exag- 
gerated in frequency. 


In large hemothorax, the blood is said to be usually 
defibrinated, the fibrin being deposited on the surfaces, any 
septic infection causing added deposit. Pyorrhea is now 
introduced, with some statement of its bacteriology. A 
film from Vincent’s angina is shown. The chapter on diph- 
theria should be reinforced. The varying severity of the 


aS Text- Book of Spec ial Pathology, “for the Use of Students 
and Practitioners,” by J. Martin Beattie, M.A. (N.Z.), M.D. 
(Edin.), ey age” L.R.C.P. (Lond.), and W. E. Carnegie Dick- 
son, M.B. B.S F.R.C.P. (Edin.) ; Second Edition, 1921. Lon- 
don: William ‘Heinemann (Medical Books), Limited; Royal 8vo., 
pp. te 084, with 267 illustrations in the text and four coloured 
plates from original preparations. Price: 31s. 6d. net. 





70 _ THE MEDICAL JOURNAL OF AUSTRALIA. 


local lesions and the importance of carriers might well 
receive attention. 

Under ulceration of the stomach the acute ulcer and the 
peptic ulcer are described, with reference to the work of 
Bolton and of Tiirck. But the typical chronic ulcer is 
not mentioned and syphilis is dismissed in a few words. 
The authors have never seen a case of duodenal ulcer fol- 


lowing a burn. In the Melbourne Hospital a patient suf- | 
fering from Addison’s disease died of acute perforating | 


ulcer within forty-eight hours of severe burns. A good de- 
scription has been inserted of ameebic dysentery and stress 
is laid on combined amebic and bacterial forms. Para- 
typhoid fever is adequately dealt with. 

Acute atrophy of the liver is ascribed to infection and 
not to autogenetic toxins and is distinguished carefully 
from results of septicemia or phosphorus or ptomaine 
poisoning. In cirrhosis of the liver stress is still concen- 
trated on primary spoiling of liver cells. It is forgotten 


that in either multilobular or unilobular cirrhosis the liver | 
may shrink to half its normal size or increase to twice | 


its original bulk. Cirrhosis from kala-azar and from fluke 
are described. 
obstruction of outflow of bile, whereas this very common 
disease is usually not attended by any biliary retention. 


Rolleston has rightly insisted on the rarity of Hanot’s | 


cirrhosis. The hemorrhagic and necrotic lesions of 
eclampsia are well given. Some good microscopical sec- 
tions are depicted of the several forms of leuchemic infil- 


tration of the liver. Much new work is included on infec- | 


tious forms of jaundice. 
Hemorrhagic pancreatitis is treated as usually toxic 


rather than inflammatory. The section on diabetes is en- | 


larged, but the discussion of the relation of the internal 


secretion of the pancreas to glycogenolysis and to combus- | 


tion in muscle is still unsatisfactory. Under the thyreoid, 


Shafer’s doctrine of “thyrine” is followed with its hor- | 


monic and chalonic influence. In Australia, we are told, 
insufficiency of lime is the chief cause of mild thyreotoxic 
symptoms. Simple goitre is treated as essentially cystic, 


the thyreoid in exophthalmic goitre becoming an active | 
secreting gland with special structure. Tumours of the | 


adrenals are specially discussed by Professor E. Glynn, 
who has supplied macroscopical and microscopical illus- 
trations. 

In renal pathology, the old treatment has been largely 
retained. Useful new illustrations have been inserted. In 


a section on trench nephritis causation is left open. It | 
may be urged that small red granular kidney and arterio- | 
sclerotic kidney are unduly confused. Gaskell’s views are | 
given with general approval. Following Léhlein, he says | 
that all forms of lasting nephritis are cases of glomerulo- 

He separates the vas- | 
cular group, which is subdivided into senile and middle- | 
aged. The senile form is not attended with enlargement | 
of the heart. The earlier and more generalized form of | 


nephritis and commence acutely. 


arterio-sclerosis includes the primary contracted kidney. 


All these positions may well be challenged. Primary tuber- | 
culesis of the kidney in the male is still treated as usually | 
a sequela of tuberculosis of the epididymis, though Thom- | 


son Walker is quoted in favour of hematogenous infection. 


Hypernephroma of the kidney is still traced to supra- | 


renal rests. Wade's classification of prostatism is inserted. 


The treatment of the nervous system is still necessarily | 
short. Pachymeningitis hemorrhagica is still traced to | 


primary hemorrhage. Epidemic cerebro-spinal meningitis 


is much more thoroughly dealt with in this edition, on | 


the basis of over a hundred fatal cases observed by Car- 


negie Dickson during the war. He emphasizes the primary | 
involvement of the ventricles. Encephalitis lethargica is | 


described and microscopical sections are shown. Under 
acute anterior poliomyelitis, Noguchi’s organism is ac- 


cepted; stress is laid on carriers and healthy and degen- | 
erate nerve cells are shown. The old group of “systematic | 
sclerosis” of the cord is split up into separate sections. | 
The syphilitic origin of tabes dorsalis is treated as open to | 
question. In the repair of nerves after injury, the peri- | 


pheral view is favoured. 
Under “Bones and Joints” sections are introduced deal- 


ing with Barlow’s disease, achondroplasia and Still’s dis- | 
ease; under “Muscles” illustrations are added of Zenker’s | 
degeneration and pseudo-hypertrophy of muscle, with five | 


All monolobular cirrhosis is referred to | 
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coloured drawings from the thesis of Dr. J. W. Dawson 
concerning repair of muscles. 

Together, these two volumes on general and specia] 
pathology form an excellent and most readable statement 
of the main doctrines of modern pathology. The brilliant 
illustrations add greatly to the value. 





FORENSIC MEDICINE. 


Dr. C. H. Morrison, in his small volume of forensic 
medicine lectures' does not claim to have dealt at all fully 
with the subject, but advises the student to possess him- 
self of a text-book. 

The book is freely interleaved with blank pages for 
note taking, so that the student can easily extend the 
subject matter. The volume is obviously the outcome of 
long experience and deals clearly and succinctly with the 
most important points of forensic medicine. 

Concerning the giving of a certificate of death the author 
wisely insists that the practitioner should give one only 
if he has had an opportunity of making a diagnosis during 
life. We think that in most cases he should not even 
hazard a guess in his note to the coroner, as that official 
is only too ready to take the guess as a definite medical 
opinion and so save the expense of an autopsy. In regard 
to the carrying out of this examination, it is advised that 
the operator in cases likely to be septic should protect 
the hands, either by wearing gloves or by using vaseline. 
Surely it is better to use gloves in all cases. 

In discussing the vexed question of order of onset of 
rigor mortis, Dr. Mollison agrees with the usual text-book 
statements, except that he says the legs are sometimes 
affected before the arms. It is usually stated that the 
upper extremities are affected before the lower and that it 
passes off in the order of onset. We cannot endorse these 
statements. In‘the great majority of cases rigor mortis 
appears earlier and lasts longer in the lower than the 
upper extremities. 

In dealing with cases of criminal abortion, the author 
discusses fully the question of the duty of the practitioner 
and quotes the opinion of counsel employed by the Royal 
College of Physicians, as well as the resolution adopted by 
the College. He emphasizes a point which is often for- 
gotten by authorities, viz., that the practitioner must con- 
sider himself as well as his patient. In connexion with 
this subject, air embolism is stated to be a doubtful cause 
of death, a view with which we cannot agree, although we 
admit the infrequency. 

It is a very useful book, both for the student and the 
practitioner. 





CONDENSED SURGERY. 


In a “Pocket Surgery,” by Dr. D. C. L. Fitzwilliams,? an 
attempt is made to keep the outlines of surgery within a 
small compass and though the size of ‘a pocket may vary 
from that intended for a watch to the receptacle of a shop 
lifter, the author has succeeded in reducing his book to 
fit a pocket a little above the average dimension. This 
book aims at “supplying the key to the cupboard of the 
student’s brain” and is therefore a succession of surgical 
guide posts which will be found of great assistance by stu- 
dents just prior to their examination. - The book begins 
with a chapter on bacteriology and ends with «ue on dis- 
eases of the eye. Though books on surgery all contain 
chapters on bacteriology, we think that this subject is 
better treated in works devoted especially to this subject. 
In some places the spelling is careless, e.g., on page 29 
we have “echymosis” and on page 294 “entroptosis” and 
again on page 297 “pylelitis.” No mention is made of preg- 
nancy in association with pyelitis. As we have said al- 
ready, the bood may be of use to students who desire to 
review this _— before examination. 


“Lectures | on Forensic “Medicine,” ee “by iC. H. Mollison, M.B. 
(Melb ), M.R.C.S. (Eng.), Lecturer in Forensic Medicine in the 
University of Melbourne; 1921. Melbourne: W. Ramsay; Demy 
8vo., pp. 136, interleaved. 

2 “A te “rik ee by Duncan C. L. Fitzwilliams, C.M.G.. 
M.D., Ch.M., F.R.C (Edin. and Eng.) ; 1921. London: Edward 
Arnold & Co. ; awe 8vo., pp. 348. Price: 10s. 6d.. 
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SATURDAY, JANUARY 21, 1922. 
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A Retrospect. 


Physiology. 

Tue term physiology is defined as the science of 
animal and vegetable life, while biology is the sci- | 
ence of life in general. No one has yet been able | 
to provide a satisfactory definition of the word life. | 
The retention of these terms in their usually ac- 
cepted significance leads to confusion and over- 
lapping. While the subject of biological chemistry 


is recognized, it becomes necessary to restrict physi- | 


ology to the physical phenomena of life and to those | 


physics. Human knowledge has not yet penetrated 


the domain of these vital processes. 


lating the degree of pulmonary ventilation has been 


subjected to study during the past few years. It | 
has been proven experimentally that an increase | 


of the carbon dioxide tension causes hyperpnea. 


This is independent of an alteration in the hydrogen | 
The respiratory | 


ion concentration of the blood. 
centre has been shown to become more susceptible 
to carbon dioxide when there is oxygen deficiency. 


The hypothesis that unoxidized organic acids act as | 
stimuli to the respiratory centre has been aban- | 


doned. J. J. R. Macleod has suggested that the ex- 
cess of lactic acid in the blood of animals suffering 


from anoxemia may be of the nature of a protective | 
mechanism. This acid may have the function of | 


assisting in the neutralization of the alkali base 
accumulated as a result of the washing out of car- 
bon dioxide from the blood. 


anoxemia have been built up partly on insufficient 


It has further been | 
shown that lactic acid accumulating in the blood is | 
an effect and not a cause of shock in animals. Much | 
more work is required before a full appreciation of | 
the physiological effect of the diminished rate of | 
oxygen supply to the tissues can be adequately ex- | 
plained. The doctrines wrapped around the term | 


observers have registered the associated disturb- 
ances of mental functions and have endeavoured to 
explain these phenomena in terms of these incom- 
plete doctrines of oxygen want. 


During the year we have published an account 
of the prolonged investigations by Ariéns Kappers 


on the development of the neurone. The data on - 


_ which Kappers has elaborated his ingenious hypo- 


thesis, have been accepted. It appears that when a 
living cell is subjected to the influence of a weak 
galvanic current in a mildly alkaline pabulum, its 


growth is directed toward the kathode. This phe- 


_ nomenon is termed kathodic galvano-tropism. On 
| the other hand, when albumin in an alkaline solu- 


tion is subjected to the influence of a constant cur- 
vent, the particles are shifted toward the anode. 


This is spoken of as anodal kataphoresis. The pri- 


biological processes which appear to be governed | mary outgrowth of the axis cylinder is determined, 


by influences outside the spheres of chemistry and | 


in part at least, by kataphoresis. Kappers has given 
| what appears to be a satisfactory explanation of 
_ the whole process of the growth of the axone and 
He has shown 

how it is that the nerve cell is shifted toward the 
_ centre of stimulation and how the direction of the 


The function of the respiratory centre in regu- ee ae ae 


| dendrites is determined by the physico-chemical con- 
| ditions of their environment. 

Some important work has been conducted in rela- 
The late F. A. Bainbridge 
has shown that the suggesion that there is an over- 


tion to the pulse rate.- 


flow or irradiation of impulses from the respiratory 
centre to the cardio-inhibitory centre is devoid of 
foundation in fact. He has further shown that in- 
crease in the pulse rate resulting from an increase 
in the respiratory movements cannot be caused by 
an alteration of the hydrogen ion concentration of 
| the blood, because in health the reaction of the blood 
_ is practically constant. He is satisfied that increased 
| respiratory movements call forth a larger return of 
blood to the heart, which in turn evokes a reflex ac- 
celeration of the heart’s action. W. M. Coleman has 
called attention to a highly interesting correlation 
between the rate of the pulse and the discharge of 
nervous impulses leading to regular movements. He 
found that when a man walks with an easy swing, 
without any stiffness of the back and concentration 
| on the act of walking, the pulse rate corresponds 
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within limits to the rhythm of the steps. Similarly, 
the pulse rate was found to increase when a metfo- 
nome was caused to swing at a rate slightly faster 
than the pulse rate. Many other variations of this 


phenomena have been described. 


H. C. Gram has recently recorded the result of 
observations on the appearance of the buffy coat 
in connexion with certain pathological conditions 
in man. 


considerable variation in pathological conditions | 


of the fibrin content of the plasma, in the volume 
of the blood corpuscles and in the relationship of the 
total cell volume to the total volume of blood. The 
buffy coat appears when coagulation is delayed by 
a deficiency of fibrin. He has analysed the causes 
of variation in the rate of sedimentation of the 
blood cells and has endeavoured to coordinate this 
information with the main factors governing the 


coagulation time. 


The question of the behaviour of protein in solu- 
tion has been studied by J. Loeb. He was able to 
show that, like other colloidal solutions, a solution 
of protein, when separated from an aqueous solu- 
tion by a collodion sac, exhibits a measurable dif.- 
ference of electrical potential from that of the sur- 
rounding fluid. The potential is determined by the 
factors governing the maintenance of equilbrium of 
colloids in association with varying hydrogen ion 
concentrations. Loeb has found that Donnan’s law 
of equilibrium applied in the instance of proteins 
in solution. The effect of the hydrogen ion concen- 
tration or of the valency of the ions with which the 
protein is in combination, on the electrical potential 
was held to be dependent on the state of the pro- 
tein particles, such as hydration or the degree of 
dispersion. the 
variations in osmotic pressure depend on the un- 
equal distribution of the crystalloidal ions on the 
A change of the 


According to Donnan’s theory 


opposite sides of the membrane. 
hydrogen ion concentration produces a difference 
of osmotic pressure, swelling and viscosity of a pro- 
tein in acid solution as a result of a change in the 
electrical potential. This in turn is caused by the 
unequal distribution of the ions. It would seem that 
the application of Donnan’s law of equilibrium to 


the phenomena of the living body would necessitate 


Accurate measurements have revealed a | 


| some readjustment of the teaching of this phase of 


| medical physics. 
| Biological Chemistry. 

An outstanding feature of the investigations car. 
ried out during the past year is the large proportion 
devoted to the elucidation of the problems of nutri- 
tion. The study of metabolic processes is not con- 


fined to researches made in connexion with labora- 





| tories equipped with more or less costly and exten- 
| sive means of collecting and analysing the respired 
air and for determining the loss of heat, but is car- 
ried on at the bedside of the patient as portion of 
the medical examinaion. The results of some 30,000 
clinical studies of metabolism from the Mayo Clinic 
have been published, together with an elaborate 
account of the method used to obtain these results. 

The réle of food accessory bodies still forms the 
principal theme around which researches upon nutri- 
tion are centred. The suggestion of Mellanby that 
rickets is the consequence of a deficiency in the diet 
of the fat-soluble vitamin has been tested at the 
Lister Institute and by E. V. McCollum and his 
collaborators. At the Lister Institute E. M. M. 
Mackay has found that kittens fed on a ration in 
which fat-soluble vitamin is present in small quan- 
tity, have developed changes in the costo-chondral 
The 
changes in the bones are not those observed in 
rickets, but are similar to alterations noticed by 


junctions, in addition to loss of weight. 


F. M. Tozer in the rib cartilages of other animals 
which had lived on diets deficient in fat-soluble vita- 
min. E. V. McCollum has also been unable to get 
any evidence that a diet deficient in fat-soluble vita- 
min causes rickets, either in children or in labora- 
tory animals. He lays stress on the multiplicity 
of the deficiencies in diets which produce rickets 
in children or changes akin to rickets in animals. 
He is of opinion that it would be unwise to attempt 
at the present stage to draw any conclusions as 
to the relation of fat-soluble vitamin to rickets. 

A number of studies has been made upon the 
qualities of dried milks which have been placed on 
the markets in large amounts during the last few 
years. These investigations have been chiefly con- 
cerned with the effect of desiccation upon the anti- 
scorbutic factor. From these studies it would ap- 


pear that milk can be dried on heated rollers with 
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no appreciable loss in antiscorbutic properties. On 
the other hand, there is considerable loss in anti- 
scorbutic potency when milk is dried by the “spray 
process.” This loss occurs whether milk or con- 
centrated milk is used for the “spray process.” In 
the course of these researches it became evident 
that the antiscorbutic potency of milk and conse- 
quently of dried milk varies with the seasons. A 
plenteous supply of green fodder seems necessary 
if the cow is to yield a milk rich in the antiscorbutic 
factor. 

A series of researches has been undertaken con- 
cerning the transport of carbon dioxide in the 
blood. It had been held for many years that oxygen 
is carried by the erythrocytes and carbon dioxide in 
the serum. Recent studies have shown that the cor- 
puscles are also mainly the vehicle for carrying the 
carbon dioxide in the blood stream. L. W. Smith, 
J. H. Means and M. N. Woodwell have made a care- 
ful series of analyses of the arterial and venous 
bloods of healthy and diseased persons. They have 
found that the plasma contains about thirty-six vol- 
umes per centwm of carbon dioxide, whether the 


blood be arterial or venous. The cells separated by 
the hemocrit from arterial blood contain fifteen 
volumes per centum of carbon dioxide, while the 
cells from venous blood contain thirty-two volumes 


per centum of carbon dioxide. It would thus ap- 
pear that the additional carbon dioxide which is 
present in venous blood, is almost entirely present 
in the corpuscles. As the blood passes from the 
artery to the vein it takes up a little more than eight 
volumes per centum of carbon dioxide, of which less 
than one volume per centwm is borne by the plasma. 
It would thus appear that the carbon dioxide formed 
as a result of metabolism is borne mainly by the 
cells. These results, which are in accord with the 
trend of recent investigations, will show the futility 
of making observations on the serum of patients in 
connexion with estimations of the acidity of the 
blood. 
Morphology. 

Much careful and accurate work has been con- 
ducted in anatomy and morphology during the past 
year. The importance of this work is often over- 
looked, since its immediate application to the prac- 
tice of medicine is not apparent. It must, how- 





ever, be remembered that, unless the physician has 
a good working knowledge of the origin, differentia- 
tion and growth of the component cells of the organs 
of the body, unless he has a sound acquaintance 
with the structure and physical environment of the 
organs and with the structural basis of their func- 
tions, it will be impossible for him to understand 
the body in health or in disease. 


The nervous system has attracted many competent 
workers. J. T. Wilson has recently published a 
summary of the present state of our knowledge of 
the double innervation of striated muscle. Agduhr 
first demonstrated the presence of a pluri-segmen- 
tal innervation of individual muscle fibres. Wilson 
has gathered together all the evidence in favour of 
a double innervation, both by the ordinary myelin- 
ated motor nerve fibres and by minute non-myelin- 
ated motor nerve fibres. The latter probably con- 
duct motor nerve impulses of a tonic contractible 
nature. 

The origin and differentiation of the ganglionic 
nerve cells of the sympathetic nervous system have 
been studied by various workers. Some interesting 
facts have been brought to light in regard to the 
physiological properties of the gonads and of the 
factors which may influence them. This work has 
revealed the extent to which the gonads can exer- 
cise control over somatic and physical charac- 
teristics. 

A novel and highly suggestive piece of work has 
been presented to the world by C. R. Stockard on 
the rate of development. Stockard has discovered 
facts which tend to show that each organ or group 
of cells is laid down at a definite period in the de- 
velopment and that the rate of development is de- 
pendent on hereditary and environmental factors. 
Among the latter he recognizes the oxygen supply, 
the temperature, the nutrition and the reaction of 
these factors on the developing embryo. He has suc- 
ceeded in arresting the development either of the 
whole embryo or of specific organs or groups of 
cells by limiting the oxygen supply, the tempera- 
ture or the nutrition at a given moment. While 
gross disturbances of these conditions lead to the 
permanent deformity of the individual, minor re- 
duction of the oxygen supply or of the temperature 
may merely produce a temporary arrest in develop- 
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ment, with relative degrees of deformity. Stockard 
details many experiments in which he was able to 
produce twin and malformed embryos in animals 
which usually reproduce one at a time. 

Some interesting work has been carried out in 
connexion with the internal secretory function of 
the human placenta and decidua. Hormonic action 
can be elicited, both in the mother and in the fetus, 
if the tissue employed is collected during the early 
stages of pregnancy. Closely allied to this subject 
is that of the development of the palatal and alveo- 
lar ridges and of the enamel organ of the teeth. 
Bolk has adduced evidence in favour of the hypo- 
thesis that the posterior pseudo-alveolar ridge, the 
alveolus and the palatal ridge have been inherited 
from marsupial ancestors. They are supposed to 
enable the young to hold on to the nipple. The same 
author finds that there is reason to believe that 
mammalian teeth are formed by a fusion of teeth 
from two successive rows of reptilian teeth. 

The ductless glands have claimed much attention 
during the year. Some of this work is highly specu- 
lative and lacks the definite visible proof of pure 
morphological studies. It has been put forward by 
Bolk that the essential characters of the human 
body are a survival of foetal conditions. This sur- 
vival is supposed to be due to a retardation or sup- 
pression of certain qualities of the primates which 
are dependent on the action of the ductless glands. 
The author points to the hairlessness, white skin 
and blue iris of some human beings. These quali- 
ties exist in the foetus of the primates. They are 
said to persist as a result of the action of the supra- 
renal and pituitary glands, leading to a suppres- 
sion of the anthropod features. The endeavour to 
correlate the defective development of the thyreoid 
gland with disturbances of metabolism had led to 
some interesting observations. The results of these 
investigations are as yet unconvincing. 

K. T. Carey has noted that the peristaltic action 
of the small intestine is not necessarily due to a 
myenteric reflex in Auerbach’s plexus. He ascribes 
it to a spiral arrangement of the so-called circular 
and longitudinal musculature of the gut. The for- 
mer he finds is in reality a closely wound spiral, 
while the longitudinal muscular fibres represent a 
more elongated spiral. 





Some ancient Chinese anatomical charts have 
been reproduced by E. V. Cowdry. He gives his 
reason for assuming that they have been derived 
originally from ancient Alexandrian charts or from 
early Egyptian studies. Nearly all the figures are 
in the squatting posture. Cowdry calls attention 
to the absence of any figures displaying the muscles 
and the omission of the external genitalia. The 
former peculiarity is ascribed to the fact that the 
Chinese artists from the earliest times devoted all 
their attention to colour values and to the repre. 
sentation of draped figures. This is contrasted with 
the ideal nude figure of the Greeks. The latter 
peculiarity is said to be due to the characteristic 
Chinese sense of propriety. 


Therapeutics. ; 

In no branch of medicine is the appraising of new 
work more difficult than in therapeutics. The ma- 
jority of new drugs are introduced with a fanfare 
which may lead the unwary practitioner astray. 
Often the claim is made after a brief trial that a 
certain drug is endowed with a curative action in 
a particular disease. After prolonged and critical 
observation, it is shown that the seemingly good re- 
sults were not dependent on any pharmacological 
action of the drug. Moreover, many clinicians essay 
to gain eminence by a short cut by devising some 
novel method of treatment. It is easy to exhibit a 
chemical compound in an illness and to imagine and 
describe its wonderful curative effect. It is quite 
another matter to study the physiological effect of 
the same compound and to determine the changes 
which may follow its administration in pathological 
conditions. Each year brings its batch of new 
remedies and its load of fresh applications of old 
drugs. By chance one or two of these guesses may 
prove of value. The year that has gone by was no 
exception to the rule. New drugs and remedies 
galore have been introduced. Wild claims have 
been made in respect to both new and old prepara- 
tions. Yet the progress is pharmacological science 
is but slight. 

In 1920 C. H. Marshall conceived the idea that 
the arseno-benzol drugs failed to effect a cure in 
trypanosomiasis, because they did not reach the 
trypanosomes hiding in the cerebro-spinal fluid. It 
had been shown that atoxyl and other organic pre- 
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parations of arsenic exerted a deadly effect on the 
protozoa in the blood stream. He therefore sought 
to kill all the trypanosomes within the body of 
patients in the early stages of sleeping sickness by 
injecting neo-kharsivan into a vein and, after two 
hours, withdrawing from 10 c.cm. to 40 c.cm. of 
blood and injecting this into the spinal theca. The 
results appeared to be very good. In May, 1921, 
after Marshall had read a paper before the Royal 
Society of Tropical Medicine and Hygiene, Manson- 
Bahr and Low raised some pertinent criticism in re- 
gard to Marshall’s claims. The former suggested 
that trypanosomiasis might be a self-limiting dis- 
ease and that the apparent cures might be due to 
body resistance rather than to the action of a drug. 
Other speakers hailed Marshall’s discovery as some- 
thing of great importance. A few months later 
Marshall and Professor J. W. H. Eyre endeavoured 
to meet the various criticisms levelled against their 
contentions. The Colonial Office, acting in associa- 
tion with the Tropical Diseases Prevention Associa- 
tion, has commissioned Marshall to carry out some 
extensive investigations in Africa on the new treat- 
ment of trypanosomiasis in man and animals. As 
this mission is being formed, Warrington Yorke 
comes forward with a formidable array of objections 
to Marshall’s claims. It appears that salvanized 
serum was tried with disappointing results by van 
Someren in 1910 and by Reichenow in 1914. It is 
of interest to recall the uncritical manner in which 
the daily papers boosted the alleged “cure” of 
sleeping sickness. 


Much ado has been made of the therapeutic pro- 
perties of benzyl benzoate. The pharmacological 
study leading to the introduction of this drug as 
a depressant of unstriped muscular tissue by D. 
Macht was scientific and sound. Having ascer- 
tained that the benzyl-isoquinilin group of the alka- 
loids of opium imparted to the drug its antispas- 
modie action, he sought to discover a benzyl com- 
pound, not an alkaloid, which possessed the same 
action as papaverin without any narcotic action. 
In benzyl benzoate he found an apparently harm- 
less preparation with the desired pharmacological 
action. Unfortunately, neither he nor those who 
have followed his lead, have stemmed their enthusi- 
asm. It seems that the drug is a useful one. Its 





value has yet to be determined, but it is very un- 
likely that it is possessed of all the wonderful quali- 
ties with which Macht and his disciples have 
clothed it. 

Some interesting investigations have been carried 
out in connexion with what is known as protein 
therapy. Clinicians are justified in recognizing a 
strange power of foreign proteins to elicit a strong 
biological response in the presence of certain patho- 
logical conditions. F. Rolly has recently suggested 
that the foreign protein may act as a proteolytic 
stimulant, causing the dissociation of endogenous 
protein into its component amino acids. These dis- 
sociation products, acting on the bone marrow, 
liberate the seemingly specific reaction antibodies. 

Further researches into the pharmacology of the 
volatile oils on the involuntary musculature of the 
intestines have revealed that the immediate effect is 
an increase in muscular tone and in the rhythmical 
contractions of the muscle rings. Later there may 
be a decrease of tone and a diminution of the ampli- 
tude of the rhythmical contractions. The action is 
neutralized by cocaine, partially obliterated by atro- 
pine, but not affected by morphine. 

The study of the etiology of rickets has naturally 
encroached on to the domain of therapeutics. This 
invasion has special reference to the action of phos- 
phorus. Some very striking results in typical ric- 
kets and in osteogenesis imperfecta were demon- 
strated in skiagrams. Later researches have re- 
vealed the fact that phosphorus apparently acts side 
by side with the fat-soluble A accessory food fac- 
tor in inhibiting the development of rickets. The 
workers of the Johns Hopkins Hospital have con- 
tributed some important information to this aspect 
of the rickets problem. 

Negative information is often of as great a value 
as positive. An important fact has been brought to 
light by R. Lutembacher in regard to the action of 
adrenalin in heart block. This subject has been 
handled in a scientific manner and it must be ad- 
mitted that the author has demonstrated that it is 
unscientific to endeavour to treat heart block with 
adrenalin, since, while it accelerates the rate of 
both auricles and ventricles, it does not remove the 
dissociation and it is likely to be followed by seri- 


ous syncope. 





76 THE MEDICAL JOURNAL OF AUSTRALIA. 


Abstracts from Current 
Wedical Literature, 


SURGERY. 


Reconstruction of the Common Bile 
Duct. 


A. J. Watton (British Journal of 
Surgery, October, 1921) discusses the 
difficult problem of reconstruction of 
the common bile duct. Injuries to the 
bile ducts have become much more fre- 
quent since the operation of cholecys- 
tectomy has become so fashionable. 
Whether this operation is performed 
from the fundus of the gall bladder or 
from the cystic duct, the danger of in- 
juring the hepatic or common duct is 
still present. Traction on the gall 
bladder during the operation often 
pulls the common hepatic or common 
bile duct towards the surface in the 
form of a loop and a ligature may be 
- passed easily round the common duct 
in mistake for the cystic and the error 
not be noticed until after the duct is 
divided. If the error be detected dur- 
ing the operation, the duct may be 
joined by end-to-end suture and such 
patients usually do well. 
accident is overlooked. It 
when jaundice follows the operation 
from ligature of the duct or when 


peritonitis occurs from extravasation | 
of bile or when a permanent biliary | 
fistula forms that the nature of the | 
lesion is suspected. Great care should | 
be taken in picking up the proximal | 


end of the cystic artery, for if much 


tissue be included in the forceps, it | 
is possible to catch up the hepatic | 
Walton makes it a rule | 


duct as well. 
to expose the cystic, common and com- 
mon hepatic ducts before ligaturing 
and cutting the cystic duct. In many 
cases the gall bladder is removed be- 
fore the injury to the duct is detected, 


so that cholecyst-enterostomy cannot | 


be done. Among other lesions requir- 
ing reconstruction of the common 
duct are fistula following opening of 
the duct to determine its patency by 
probing, in cases of chronic pancrea- 
titis. The enlarged pancreas obstructs 


the distal part of the duct, so that the | 
opening made will not close. Gradu- | 
ally the part of the duct distal to the | 


fistula contracts from disease and is 


difficult to isolate at subsequent op- | 
A similar condition may oc- | 
cur in carcinoma of the pancreas or | 
ducts or from cicatrization of the duct | 


eration. 


from ulceration caused by a calculus. 


Of the operations performed for the re- | 
lief of the condition the commonest is | 
This can be done only | 


direct suture. 
when the injury has been noticed im- 


mediately after its occurrence. The | 


divided ends may be united by suture 
or around a rubber tube passed into 
the duct. In a case of long-standing 
fistula the distal end of the duct is so 
contracted that the operation of di- 
rect union is not possible. 


bility of narrowing of the suture line, 
leading to pain and jaundice. 


Often the | 
is only | 





After di- | 
rect end-to-end union there is a possi- | 


Lateral | 
choledoch-enterostomy or anastomosis | 
between the duct and the duodenum | 





) 


requires a considerable length of duct 


and preferably a dilated one. There is 
often difficulty in obtaining accurate 


apposition of the openings, so that it | 


may be of assistance to anastomose 


over a rubber tube which passes from | 
the proximal end of the duct into the | 


duodenum and out through a second 
opening in the latter, so that it may 
be removed later. Walton does not 
consider this a satisfactory operation. 
The methods adapted for reformation 
of the duct have been many. Hepatico- 


enterostomy has been abandoned, but | 


anastomosis between the duodenum 
and the fistula is still performed. 
Stricture often follows the operation. 
Direct implantation of the divided end 
of the duct into the duodenum is 
adopted most often. It is better to 
make a valvular opening into the duo- 
denum by folding the intestine round 


the end of the duct or by implanting | 
the duct after the method of Witzel’s | 
If the duodenum can- | 


gastrostomy. 
not be brought up to the duct, a loop 
of jejunum may be used. Infection 
ascending from the bowel may follow 


this operation. The use of autogenous | 


grafts consisting of a segment of a 
vein or a tube of fascia has been 
tried. Attempts to reform the duct by 
passing a tube from the duct to the 
duodenum and wrapping the tube in 
omentum are not generally satisfac- 
tory. At the best such a tract would 
be merely a fistula and liable to cica- 


trization. Walton describes an opera- | 


tion of his own for duct reconstruction. 
Having isolated the end of the com- 
mon duct, he then makes a flap from 
the duodenum with the base below. 


Into the duct he passes a tube, fixing | 


it with a catgut stitch, the distal end 


of the tube going into the opening of | 


the duodenum made by the raising of 
the flap. The opening is sutured 
around the tube till there is just room 
for the accommodation of the tube. 


The upper edge of the flap is thus 


stitched to the edge of the duct in 
front of the tube and the edges of the 
flap to the duodenum behind the tube, 


so that the canal in which the tube | 
lies is mucous-lined and the opening | 
Wal- | 


into the duodenum is valvular. 
ton prefers this method to one in 
which the base of the flap is above. 
The tube is passed in a few days. 


Pelvic Abscess Following Acute 
Appendicitis. 


ELLswortH Eiot AND O. C. PIcK- | 
October, 


HARDT (Annals of Surgery, 
1921) describe the management of pel- 
vic abscess in acute appendicitis. They 
point out that, as a general rule, pus 
in the abdominal cavity will drain 


effectually through an opening in the | 


anterior abdominal wall, even if the 
pus be in the pouch of Douglas. The 
reason for this lies in the fact that the 


movements of the diaphragm, the ten- | 
sion of the abdominal walls and the | 
peristaltic contractions of the hollow | 
viscera all assist in forcing the pus | 
out. An exception to this rule is found | 
in sub-phrenic abscess, which does not | 
drain well through an anterior open- | 


ing, probably owing to the interfer- 
ence with diaphragmatic movement 
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and the absence of hollow viscera, 
Drainage of a pelvic abscess by the 
suprapubic route is not adopted by all 
surgeons. Many prefer a _ counter 
opening through the vagina or rec. 
tum, but the authors in three hundred 
and fifty-one cases of acute appendi- 
citis have never used vaginal or rec. 
tal drainage. Prior to perforation of 
an appendix a yellow, turbid, odour. 
less fluid is found in the peritoneal 
cavity, which is protective in charac. 
ter. Such patients do well when not 
drained. At the most there is some 
infection of the wound edges, though 
none occurs within the peritoneum, 
this fact showing the power of self. 
protection enjoyed by this membrane, 
After perforation the exudate rapidly 
becomes fetid and drainage is neces. 
sary. If the appendix crosses the pel- 
vic brim, pus collects in the pelvis. 
A muscle-splitting operation was per- 
formed in all cases, the appendix re- 
moved when possible and the stump 
covered by suture or by the use of an 
omental flap. If pus was present in 
the pelvis, the latter was irrigated with 
saline after the patient’s shoulders 
were raised. After this the pelvis was 
swabbed dry. Great care was taken not 
to handle the small intestine. The 
type of drain used has varied. In the 
earliest cases of the series the drain 
consisted of the Mikulicz tampon of 
plain or iodoform gauze, but the re- 
moval was accompanied by such pain 
that other methods were tried. A 
rubber tube enmeshed in gauze was 
next tried and later two cigarette 
drains and occasionally an enmeshed 
tube with a cigarette drain. The de- 
monstration of the inefficiency of 
gauze as a drain for the cellular ¢con- 
trol of the exudation led to the use 
of a rubber tube with a small wick of 
gauze. In most cases, when gauze was 
used, an escape of pus followed its re- 
moval, showing its tendency to dam 
back the pus. It is therefore advis- 
able to remove the gauze at the end 
of thirty-six hours. The tube can be 
kept patent by passing a Né6laton’s 
catheter through it daily. 


Vesico-Sigmoidal Fistulz. 


G. D. Sutton (Surgery, Gynecology 
and Obstetrics, April, 1921) reviews 
thirty-four cases of vesico-sigmoidal 
fistule in which operation was per- 
formed. The great majority of them 
were due to inflammation and infec- 
tion and not to malignant disease. The 
infection in the majority of cases pro- 
ceeded from the Fallopian tube. In 
some cases it came from the appendix, 
the sigmoid colon and the rectum. 
Diverticulitis of the sigmoid colon is 
considered by some writers to be a pre- 
dominant cause. The mucosa of the 
bladder may be quite normal in the 
presence of such a fistula and ascend- 
ing uretero-pyelo-nephritis is not 
usually associated with it. Twenty- 
three of the cases were successfully 
treated by operation. There were 
four post-operative deaths. After free 
drainage had been established, a 
proper radical dissection of diseased 
tissue was made and, where there was 
any difficulty in approximation, the 
sigmoid was closed over a rectal tube. 
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GYNASCOLOGY AND OBSTETRICS. 





Pulmonary Embolism and Thrombosis 
Following Hysterectomy for 
Myomata. 


Luian K. P. Farrar (New York 
state Journal of Medicine, Septem- 
per, 1921) has reviewed recent work 
done in New York in regard to pul- 
monary embolism and thrombosis fol- 
lowing operations for myomata uteri. 
In a series of 5,710 operations done 
by ten different operators, pulmonary 
embolism or thrombosis occurred in 
from 0.19% up to 5.8% of the cases. 
The author has come to the conclu- 
sion that the most frequent cause of 
post-operative pulmonary complica- 
tions following hysterectomy for myo- 
mata is pulmonary embolism or throm- 
bosis. ‘The source of the embolus or 
thrombus is a thrombosis of the pel- 
vie veins or of the veins of the lower 
extremities or a thrombosis of the 
right side of the heart. Thrombosis 
of the pelvic veins occurs much more 
frequently than thrombosis of the 
lower extremities. The development 
of a thrombosis or embolism may oc- 
cur during an operation or immedi- 
ately following it. The most frequent 
time seems to be in the first forty- 
eight hours. The symptoms and signs 
in the order of their most frequent oc- 
currence are pain, friction rub, cough, 
bloody sputum and rales, dulness and 
alteration of breath sounds. These 
signs are premonitory of a thrombosis, 
but the evidence of thrombosis in the 
veins of the lower extremities or pel- 
vic veins does not appear until later. 
The physical findings at the onset are 
similar to those of lobar pneumonia or 
pleurisy, but the clinical picture soon 
establishes the diagnosis. In the dif- 
ferential diagnosis the X-rays may be 
of value. Thrombosis and embolism 
occur more frequently after hysterec- 
tomy for large myomata and less fre- 
quently after operation on “pus 
tubes” and ovarian abscesses. The 
causes are, firstly, an enfeebled cir- 
culation due to dilated venous trunks, 
especially of the pelvis and lower ex- 
tremities, to venous stasis, to lowered 
blood volume as the result of hemor- 
rhage or shock or to myocardial in- 
sufficiency and, secondly, infection. 
The treatment should be prophylactic 
and directed to improving the circula- 
tion of the blood by strengthening the 
heart muscle and walis of the blood 
vessels and increasing the hemoglo- 
bin content of the blood. The import- 
ance of rest in bed as a preliminary 
to operation to relieve the pressure 


| 


of large myomata on the veins of the | 
pelvis and lower extremities, the use | 


of blood transfusion before operation 
in cases of marked anemia and the 
maintenance of the blood volume dur- 


ing operation by gum glucose given | 
intravenously, should be emphasized. | 


Papillary Cystadenoma of the Ovary. 


JoHN F, ERDMANN AND H. V. SPAULD- 
ING (Surgery, Gynecology and Obdstet- 
rics, October, 1921) have reviewed 
5,000 consecutive pathological sections 
at the New York Post-Graduate Medical 


School and Hospital. They found that 
cystic disease of the ovary constituted 
200, or 4%, and of these 36 (18%) 
were papillary. After reviewing the 
general pathology, course and treat- 
ment of the disease, they arrived at 
the following conclusions: Papillary 
cystadenoma is the most important 
surgical disease of the ovary. It is 
variously stated to occur in from 10% 
to 27.5% of all ovarian tumours. A 
large number of cases occur in pa- 
tients under the age of thirty. The 
most probable development is from a 
cellular perversion of the germinal 
epithelium. There is a strong ten- 
dency to bilateralism (22.2%) and 
local metastasis. General metastasis 
is not rare. Bilateral ovarian tu- 
mours demand a careful examination 
of the abdominal viscera and breasts. 
The absence of symptoms referable to 
the pelvic organs is a deceptive fea- 
ture of the disease. Ascites is an ad- 
vanced symptom and indicates rup- 
ture, peritoneal metastasis and often 
malignancy. Every woman with as- 
cites, without a sufficient explana- 
tion thereof, in the liver, heart, peri- 
toneum or kidneys, should be sub- 
jected to laparotomy, even though bi- 
manual examination be negative. Mi- 
croscopically 66.6% of papillary cyst- 
adenomata are cancerous or precancer- 
ous. Every ovarian cyst must be re- 
moved intact by abdominal section as 
discovered. In unilateral odphorec- 
tomy, the patient should be periodi- 
cally examined. Careless or rough 
handling, resulting in intra-abdomi- 
nal rupture, tapping to reduce the size 
of the tumour and the use of the vagi- 
nal approach cannot be too strongly 
condemned. Radium should be em- 
ployed in cases in which the ovaries 
or the peritoneal implants cannot be 
surgically removed. 


Sub-Total Abdominal Hysterectomy. 


F. Daris (Bulletin de VAcadémie 
Royale de Médecine de Belgique, July 
30, 1921) describes his modification of 
the method of sub-total abdominal 
hysterectomy. After clamping the 
broad and round ligaments at their at- 
tachment to the uterus and about 2.5 
em. lateral to this point, he cuts be- 
tween them and opens up the broad 
ligament. He strips the loose peri- 
toneum from the front of the uterus 
and clamps the uterine arteries where 
they reach the uterus. At this stage 
the uterus is usually amputated 
through the upper part of the cervix. 
He next cuts a quadrangular flap from 
the anterior and posterior walls of the 
uterus with the base downwards and 
dissects the lower part of the uterus 
and the greater part of the cervix out 
from between the flaps in a cone 
shaped mass. The stump of the broad 
ligament is now ligatured and one end 
of the ligature passed through the 
middle of the anterior uterine flap. 
This is done on both sides and the 
ligatures are tied on the front of the 
flap, the stumps of the broad ligament 
and the ovarian vessels being thus 
approximated to the back of the uter- 
ine flap in the mid-line. The stumps 
of the round ligaments are each car- 





ried across to the opposite side of the 
mid-line and placed in the trough be- 
tween the uterine flaps. Sutures are 
then passed through the anterior flap, 
the round ligament and the posterior 
flap. These are tied in such a way as 
to bring the flaps together. The cer- 
vix and vaginal vault are thus sus- 
pended high in the pelvis by the strong 
attachment of the round and broad 
ligaments to the uterine stump. The 
flap of peritoneum at the base of the 
bladder is now carried over to the pos- 
terior surface of the cervix and su- 
tured there and the pelvic floor is 
smooth and complete. 


Basal Metabolism in Pregnancy and 
the Puerperium. 


J. L. Baer (American Journal of Ob- 
stetrics and Gynecology, September, 
1921) has made a study of a series of 
basal metabolism readings in normal 
pregnancy and the puerperium. The 
patients for the experiments were ob- 
tained at a prenatal clinic. They were 
admitted to the ward on the day pre- 
ceding the test and given thorough 
rest. The observations were made 
with a light portable bedside appara- 
tus (Jones’s metabolimeter). The 
basal metabolic rate in late pregnancy 
of forty-four normal women averages 
33% to 35% above the reading for non- 
pregnant women of an equivalent body 
surface area. Three days after de- 
livery the average basal metabolic rate 
is only 15% above the normal. Seven 
to ten days after delivery the basal 
metabolic rate is frequently normal. 
Death of the foetus in late pregnancy 
is detectable during the examination 
of a woman otherwise normal by a 
comparative drop in the basal meta- 
bolic rate. The following conclusions 
seem justified: The increased meta- 
bolic rate in late pregnancy is due to 
the growing demands of the fetal or- 
ganism and placenta. The incomplete 
or delayed return to normal is due to 
involution of the uterus and the on- 
set of lactation. Twin pregnancy 
should show a rate above the average 
for single pregnancy when both twins 
are well developed. Thyreoid enlarge- 
ment may occur in pregnancy without 
increasing the basal metabolic rate 
above the average obtained in this 
series. The diiferential diagnosis be- 
tween uterine tumour and pregnancy. 
will not be helped unless greater re- 
finements in method show increased 
rates much earlier than in this series. 
The X-rays may be used as early as 
the fifth month and with reasonable 
certainty in the sixth month. 


Tumours of the Ovary in Children. 


F. Downes (Journal of the Ameri- 
can Medical Association, October 16, 
1920) states that 86 cases of ovarian 
tumours in girls ten years of age and 
younger have been reported to date. 
A large number of these are malig- 
nant. He thinks that they are fre- 
quently overlooked. He reports the 
successful removal of a simple cyst 
containing 2.5 litres of fluid from an 
infant seven and a half months of age 
in whom the condition had been mis- 
taken for Hirschsprung’s disease. 
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British Wedical Association Mews. 
SCIENTIFIC. 


A MEETING of the Western Australian Branch of the 
British Medical Association was held in the Perth Hos- 
pital on August 17, 1921, Dr. G. W. Barser, C.B., C.M.G., 
D.S.O., the President, in the chair. 


Radiology and Medicine and Dentistry. 

Dr. Donatp J. SmirH read a paper entitled “The X-Ray 
Link Between Medicine and Dentistry” and exhibited a 
number of skiagrams (see page 57). 

A short discussion took place and Dr. Smith replied. 





NOMINATIONS AND ELECTIONS. 


THE undermentioned have been nominated for election 
as members of the New South Wales Branch of the British 
Medical Association: 

BEVERIDGE, LORNA Durt£, M.B., Mast. Surg., 1920 (Univ. 
Sydney), Royal Prince Alfred Hospital, Camper- 
down. 

GALL, GERALD HINDLEY HERBERT, M.B., Mast. Surg., 1921 
(Univ. Sydney), 80, Raglan Street, Mosman. 





HONOUR ROLL, NEW SOUTH WALES. 


A LIMITED number of copies are available of the supple- 
ment published with THE MeEpicaL JOURNAL OF AUSTRALIA 
of December 24, 1921, depicting the Roll of Honour in 
memory of the members of the medical profession of New 
South Wales who gave their lives in the great war, 1914- 
1919. These copies will be distributed, in response to 
applications, among the immediate relatives of those whose 
names appear on the tablet. 


_ 
< 


Wedical Societies, 


MELBOURNE GYNASCOLOGICAL AND OBSTETRICAL 
SOCIETY. 





A MEETING of the Melbourne Gynecological and Obstet- 
rical Society was held in the lecture room of the Melbourne 
Hospital on March 10, 1921, Dr. G. RorHweLL ApAm 
presiding. 

Induction of Labour. 


Dre. A. SHERWIN read a paper on “Induction of Labour 
versus Cesarean Section” (see page 59). 

Dr. THoMAas Murpuy said that he had followed Dr. 
Sherwin’s summary of the relative merits of induction 
of premature labour and Cesarean section with very great 
interest and expressed himself as in complete accord with 
Dr. Sherwin concerning the importance of accurate diag- 
nosis for the purpose of conserving the interests of both 
mother and child in cases of induction. It was necessary 
to be sure of dates, measurements, etc., in order that, on 
the one hand, the life of the child might not be endangered 
by too early interference and, on the other, the operation 
might not be rendered useless by too late intervention. 

Dr. Murphy held that in practice the choice between 
induction or Cesarean section did not always depend on 
what was academically correct. The surrounding circum- 
stances, such as the presence of adequate assistance and 
of a well-appointed hospital, were sometimes determining 
factors. The patient’s point of view sometimes influenced 
the decision. : 

He had known a woman who had already lost two child- 
ren at birth and in whose case he had suggested that labour 
should be brought on prematurely after the viability of 
the child was insured. This patient said that she refused 
to take further risk and insisted on the performance of 





the abdominal operation to make certain of the life of 
the child. 

In another case of almost similar nature the patient 
definitely refused to have the abdominal operation when 
it was recommended. 

Dr. Sherwin had quoted a criticism directed against 
Cesarean section by Potter. He (Dr. Murphy) was not im. 
pressed by the exaggerated views of this author and was 
not disposed to take his remarks seriously on so-called 
belly-ripping. At any rate, his remarks did not apply to 
the practice in Australia. 

With reference to the statement that after Cesarean sec. 
tion, especially when primary healing had failed, the 
patient would have to undergo similar treatment in subse- 
quent deliveries Dr. Murphy said that the rule was not 
absolute, although it was in the main correct. 

He quoted the details of a case in which the patient un. 
expectedly came into labour at full-time and in which it 
was known that the wound of a previous Cesarean section 
had broken down. Here the danger was fully appreciated; 
forceps were applied as soon as dilatation of the cervix 
allowed and the child extracted without any rupture. 

He did not advocate the management of such cases on 
these lines, but wished to place the experience on record. 

Dr. Murphy concurred with Dr. Sherwin in his advocacy 
of induction of premature labour to assist the birth of 
exceptionally large children and as the best procedure in 
women who carried their babies over time.. Accurate 
timing was essential in this connexion. 

In one or two cases when sterilized bougies were not 
at hand, he had induced labour by passing the finger around 
and separating the membranes as far as possible and then 
packing a small amount of sterilized gauze saturated with 
an antiseptic into the cervix. 

With regard to the treatment of placenta previa in 
multipare, he agreed with Dr. Sherwin when no special 
delay was expected. In primipare, however, and in mul- 
tipare when delivery was likely to be delayed, he thought 
there was less risk to both mother and child if Cesarean 
section were practised, more especially if the surroundings 
were favourable. 

Dr. Sherwin had dealt with the serious import of raised 
blood pressure in pregnancy. Undoubtedly the combina- 
tion of high pressure with albuminuria and diminished ex- 
cretion of urine was of the very gravest significance. How- 
ever, when Dr. Sherwin expressed the opinion that prema- 
ture delivery should be effected in all women whose blood 
pressure was 150 mm., even though there were no other 
symptoms, he could not agree with him. He would like to 
know what had been the pressure in the non-pregnant state 
and whether the pressure was increasing under observa- 
tion. Moreover, he did not regard 150 mm. a very high 
mark in women over thirty years. They seemed to have 
a great deal to learn about blood pressure. 

He complimented Dr. Sherwin on his splendid paper and 
the wealth of knowledge and experience shown therein. 


Dr. Fetrx Meyer tendered his congratulations to Dr. 
Sherwin on his very live paper, which-had the great merit 
of expressing its author’s own views very clearly and 
concisely. Dr. Sherwin had put his finger upon the present- 
day tendency to substitute surgery for the natural means 
of delivery and it was a good thing that such a warning 
should be sounded. 

The induction of premature labour was not a very useful 
procedure before the thirty-fifth or thirty-sixth week, on 
account of the high fetal mortality attending it at such 
an early stage. The subject of induction of labour was 
intimately related to that of contracted pelvis, in the man- 
agement of which he (Dr. Meyer) had often employed 
Munro Kerr’s modification of Miiller’s method for the deter- 
mination of the relative sizes of the foetal head and of the 
pelvic brim. If by the thirty-sixth week, after repeated 
applications of this method, it was found impossible to 
make the head engage at the brim, the immediate induction 
of labour was indicated. When there was great discrep- 
ancy between the size of the head and that of the pelvis, 
Cesarean section was the correct procedure. 

How often was Walcher’s position utilized? Personally, 
he had accomplished successful deliveries with the aid of 
this position when he had had very little hope with forceps 
alone. He was afraid it was not used very much, but it 
undoubtedly did afford an extra 1 cm. or 2 cm. to the con- 
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jugate diameter of the brim. In the generally contracted 
pelvis, a surprising degree of moulding occurred of the 
fetal head; he had known births by the natural passages 
through pelves of a conjugate diameter of not more than 
8.75 cm. with the aid of Walcher’s position and forceps. 

On the subject of Cesarean section in relation to 
eclampsia, Dr. Meyer found himself at issue with Dr. Sher- 
win. In acute eclampsia at term, other things being equal, 
he favoured Cesarean section as against the induction of 
labour. He might mention, however, that a few years 
ago, Dr. Doyle, when resident medical officer at the 
Women’s Hospital, had treated a series of cases of acute 
eclampsia with rectal administration of large doses of 
paraldehyde. The results in the series had been remark- 
ably good and natural delivery had been effected in the 
majority of the patients with good results to the mother. 

With reference to the pre-eclamptic state, Dr. Meyer 
did not think it possible to lay down general rules. Blood 
pressure was largely a relative matter and perhaps it was 
not wise to dogmatize too much. 

He recollected a lady whom he watched for the three 
and a half months preceding her confinement. Her blood 
pressure was 180 mm.. She had albumin in the urine, 
but little in the way of symptoms. Although the case was 
very worrying, the lady was delivered naturally and with- 
out forceps on the two hundred and seventy-eighth day. 

In conclusion, Dr. Meyer. said that, on the whole, he 
was in agreement with the conservative attitude main- 
tained by Dr. Sherwin. There was no doubt that the 
dramatic aspect of Cesarean section frequently appealed 
to the layman and indeed to the general practitioner. He 
thought he could see a tendency at the present time to 
extend unduly the indications for the operation. 


Dr. MARGARET McLorInAn said that she would confine 
her remarks to two points. The first related to the diffi- 
culty of determining when a pregnant woman had attained 
actual full time. Was there any reliable scientific sign by 
which this important point might be ascertained? The 


dates kept by women were notoriously unreliable and it 


was an every-day experience that labour occurred three 
or four weeks before or after the calculated date. 

She had recently had to employ forceps extraction in a 
gestation which had been prolonged three weeks after the 
due date for delivery; she had encountered great difficulty 
from impacted shoulders. It was a clear instance of post- 
maturity and one in which induction of labour would have 
been the ideal procedure had there been any method of 
determining the precise date at which the normal period 
of gestation was completed. 

In the second place, what was the real cause of the 
onset of labour? Was it determined by hormonic influ- 
ences, elaborated, for instance, in the ductless glands? Solu- 
tion of this point might provide them with a physiological 
stimulus which would be of the greatest value in bringing 
on labour. 

Dr. E. A. Spowers remarked that in considering the ad- 
visability of inducing labour in women who had gone 
beyond their time, he had often met with difficulty in 
arriving at an estimate of the size of the child. It appeared 
to him that the size of the uterus, influenced as it might 
be by the presence of varying amounts of fluid, was of 
little or no value as a guide to the size of the child. The 
difficulty was in arriving at the size of the child’s head. 

With reference to the significance attached by Dr. Sher- 
win to a blood pressure of 150 mm. and over, Dr. Spowers 
expressed himself as somewhat sceptical. Blood pressure 
during gestation had to be considered in relation to the 
patient’s original blood pressure, a point on which he ven- 
tured to think that few practitioners sought information. 
He had seen, not infrequently, pregnant women with blood 
pressure of 150 mm. and upwards, in whom no albuminuria 
or any feature of eclampsia supervened. 

In regard to the statement: “Once a Cesarean, always 
a Cesarean!” Dr. Spowers outlined the history of a patient 
who had undergone Cesarean section on account of a gen- 
erally contracted pelvis and who on two subsequent occa- 
sions came successfully through labour induced at the 
seventh month, the child living on both occasions. In 
this instance, the former Cesarean section had in no way 
interfered with the action of the uterus. 


THE MEDICAL JOURNAL OF AUSTRALIA. 





Dr. Percy Brett directed his remarks to the point raised 
by Dr. Spowers relative to the determination of the size 
of the child before or about term. 

During his period on the obstetrical staff at the Women’s 
Hospital, he had given a trial to the method described by 
Reed in Surgery, Gynecology and Obstetrics. The writer 
had advocated ascertaining by actual measurement (i.) 
the height of the fundus, (ii.) the length of the child and 
(iii.) the occipito-frontal measurement in the child. The 
length of the child was determined by placing the lower 
pole of a pelvimeter within the genital cleft, against the 
symphysis pubis; the upper pole of the child was fixed and 
to it was applied the upper pole of the pelvimeter. After 
subtracting 2 cm. from the pelvimeter reading for the 
thickness of the abdominal wall, the resulting figure, multi- 
plied by two, gave the length of the child. 

The occipito-frontal measurement was arrived at by 
placing a finger on each pole of the fetal head, while the 
bi-parietal diameter was established from the foregoing 
data by means of a table. Reed claimed great accuracy 
for this method of gauging the degree of maturity of the 
child. He held that it furnished more exact information 
than the measurements usually employed for the deter- 
mination of the diameters of the pelvic inlet. 

Dr. Brett said that in his as yet limited experience of 
these measurements, he had been very favourably im- 
pressed with the results he had obtained. He intended 
to follow up observations along this line. 


Dr. Epwarp Wuitr said that when a resident surgeon 
at the Women’s Hospital he had been much impressed 
with the results attained by Dr. Cairns Lloyd in a series 
of women with contracted pelvis. Several, indeed, had had 
a previous Cesarean section, but in all the early induction 
of labour was practised with happy results. 

In regard to placenta previa, the obstetrician’s method 
of dealing with the condition was always largely deter- 
mined by circumstances in the individual case. He had 
recently been called in consultation to a multipara, whom 
he found pulseless and apparently moribund; there were 
no fetal heart sounds heard. The os uteri was about 
one-third dilated, the head occupying two-thirds of the 
dilatation and a marginal placenta previa the remaining 
third. In this case he elected to plug the vagina tightly 
and apply a tight binder; subcutaneous saline solution was 
injected and one and a half hours later 1 ¢c.cm. of pituitrin. 
Delivery was shortly effected by forceps and, although the 
child was dead, the mother survived. . 

In another multipara with central placenta previa a 
very severe hemorrhage supervened, but, at the time he 
was called to her, she was not in labour. The maternal 
pulse was good, the foetal heart sounds good and a con- 
sideration of all the circumstances indicated Cesarean 
section, which he carried out with happy results. 

Dr. White gave the details of a third case of placenta 
previa in a primipara in which, although Cesarean sec- 
tion seemed the procedure of choice, owing to several 
severe hemorrhages, he was deterred by the very unfav- 
ourable environment and had to choose manual dilatation 
and podalic version as the method of delivery. 

In conclusion, Dr. White expressed himself as in agree- 
ment with the advocacy of induction of labour in cases 
of moderate degrees of pelvic contraction, as opposed to 
promiscuous Cesarean section. 


Dr. A. M. Witson, D.S.O., drew attention to some figures 
which had appeared some twelve months ago in a review 
of a series of Cesarean section operations by leading obstet- 
rical surgeons in England. It there appeared that in 3% 
of the cases rupture of the uterus occurred in a subse- 
quent confinement, 30% of the patients miscarried in a 
later pregnancy and 30% remained sterile. The abdominal 
operation was more prone to be followed by ventral hernia. 
In the third group it was difficult to estimate to what 
extent conception had been artificially prevented, but, 
nevertheless, it seemed clear that an operation which was 
fraught with such sequele, was not to be undertaken 
lightly. Perhaps one of its chief disadvantages was that 
anyone with a little operative experience was tempted 
to essay it. 

He found in practice that he carried out induction of 
premature labour very much more frequently than Cesar- 
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ean section; one of the chief difficulties of the former was | 


to know when was the best time for its inception. 

With reference to placenta previa, Dr. Wilson said that 
he had kept notes of twenty-four cases, all of which had 
occurred within the last eighteen months. 


| 


In three of the 


series, Cesarean section had been performed for indica- 


tions which conformed entirely to those laid down by Dr. 
Sherwin. 


He had used the hydrostatic bag on two occa- | 


sions only, but his experience with such bags had been | 
unfortunate, owing to the inferior quality of the material | 


in the bags now obtainable. 


The insertion of the bag | 


outside the intact membranes had been suggested by | 
Cragin, but he had had no personal experience of its use | 


in this manner. 
In some remarks on the toxemias of pregnancy, Dr. 


Wilson said that he was convinced that if patients in such | 
condition were carefully watched and treated, few Cesarean | 


sections would be found necessary. Among twenty-three 


cases in his private practice conducted on conservative | 


lines he had had only one failure. That particular in- 
stance could perhaps be claimed as a relative failure only, 


circumstances, Cesarean section became imperative, but 


nized indication for induction of labour, but he (Dr, 
Hooper) had learned to dread even more than the usual 
clinical picture that condition in which there was a urine 
of low specific gravity and no albumin. Patients of this 
type occasioned him very great anxiety. 


Dr. J. H. Narrrass extended his very cordial congratu. 
lations to Dr. Sherwin on the manner in which he had 
introduced several very important questions for discussion, 
In his opinion, one of the most vital phases of the discus. 
sion was that which dealt with the care of the woman in 
the pre-eclamptic state. Proper ante-natal care should 
practically abolish eclampsia. He had been greatly im. 
pressed by an article by Professor Lapthorn Smith, which 
appeared in The British Medical Journal of July 26, 1919, 
on the efficiency of anti-eclamptic measures. In this 
article reference had been made to the practice of a cer. 
tain professor and director of one of the largest maternity 
hospitals in the world, who had virtually abolished 
eclampsia in his district by making it widely known that 
he would admit pregnant women with albuminuria to 


| the hospital, no matter how early in their pregnancy they 
as both mother and child survived. Owing to unforeseen | 


the woman became very ill with an empyema and other | 


manifestations of sepsis five weeks after an uneventful 
convalescence. He regarded this case as a partial failure, 


as he considered that all the subsequent illness could have | 


been obviated by induction of labour at the proper time. 


Dr. Wilson expressed the opinion that in the treatment | 


of the toxemias of pregnancy much more could be accom- 


plished by two days’ absolute starvation than by two | 


weeks of a milk diet. 

He made it a practice to see all primipare at three 
weeks before the calculated date of confinement. 
not been very satisfied with the “pelvimetry” of the child 
and if labour were delayed beyond the carefully estimated 


He had | 


date, it could very frequently be stimulated by the simple | 


measures of a hot bath, 30 c.cm. of castor oil and 1.5 grm. 
of quinine. 

With reference to the significance of a raised blood 
pressure as an indication for induction of labour, Dr. Wil- 
son pointed out that toxemic patients with raised blood 
pressure behaved very variably. He once guided a woman 


whose blood pressure was 250 mm. Hg., through a very | 


critical month with subsequent good results. He recog- 
nized that he took a risk in that instance, but he was 
much influenced by the urgent representations of the 
patient herself. 


gravidarum, which supervened in the later months of 
pregnancy, accompanied by tachycardia and acetonuria— 





a very serious combination—the blood pressure was often | 
low. There was no type of case in which it was necessary | 


to come to a decision more quickly; such patients might 


die twenty-four hours after delivery from heart failure. | 
Dr. DunBAR Hooper congratulated Dr. Sherwin on the | 


excellence and informative character of his paper. 


He was in agreement with Dr. Sherwin regarding the 


necessity for watching the blood pressure, as affording 


an indication to induce labour, but while a raised systolic | 
blood pressure made him anxious, he was even more | 
concerned with the actual pulse tension. He took the latter | 


as indicative of the state of the myocardium and as re- 
flecting any serious degree of spoiling of the cardiac 
musculature. 

Dr. Hooper said that he had rather hoped that someone 
would have spoken firmly and convincingly in favour of 
Cesarean section, in order to test whether his own con- 
viction that in the great majority of cases induction of 
labour and delivery through the natural passages was the 
better procedure could be shaken? 

It was impossible to discuss fully all the important 
points raised in the paper and he would limit his remarks 
to one or two points. 

In the actual induction of labour he much preferred 
three or four soft rubber catheters (No. 12) to the gum- 
elastic bougies. The former could be boiled and rendered 
more thoroughly aseptic. However, he agreed with Dr. 
Sherwin that it was wise to use several bougies or 
catheters. 

The pre-eclamptic syndrome was of course a well recog- 





might be. By dietetic and hygiene treatment, without 
any medicine, all of these women had been saved from 
the onset of convulsions. 

The routine observed in this large maternity hospital 
was of more than usual interest. A large and up-to-date 
laundry was established in connexion with the hospital 
and catered for the washing of very numerous private 
families. The women were thus kept occupied and the 
hospital benefited financially. By working in the laundry 
the women were kept warm, with the skin acting freely 
in the coldest weather and the nitrogen ingested in their 
diet was rendered as harmless as possible by thorough 
oxidation. The nature of the work induced the women to 
drink large quantities of water or weak tea, which could 
not be other than beneficial, in that it promoted elimina- 
tion by the kidneys. In severe cases the women were 
placed on a diet until their urine became albumin-free; 
the general dietary consisted of cereals, vegetables and 
fruit. 

Dr. Nattrass remarked that such a routine appealed to 
him as eminently rational; it needed no other commenda- 
tion than was supplied by the excellent results attending it. 


Dr. RotHwertL ADAM expressed his pleasure that such 
an interesting discussion had followed the reading of Dr. 
Sherwin’s able paper. 


It appeared to him that the general tendency of the 


In the pernicious vomiting as distinct from hyperemesis | 4iscussion had been to emphasize three points: 


(i.) The value of ante partum diagnosis. He considered 
that the great majority of the difficulties of obstetricians 
were to be referred to failure in this important particular. 
He was afraid that obstetric surgeons were too often satis- 
fied with a determination of head or breech presentation 
and remained in ignorance of other important factors, 
such as the condition of the passages. 


(ii.) Due stress had also been laid ttpon the importance 
of ante-natal care and investigation. Educational means 
should be employed to impress on women the necessity for 
medical guidance from the beginning of their pregnancy 
and full instruction should be given them in the hygiene 
of maternity. He was very glad to note the inception 
of an ante-natal department at the Melbourne Women’s 
Hospital and hoped that it would be placed under the 
direction of a capable and enthusiastic medical officer. 

(iii.) Abdominal surgery, including the operation of 
Cesarean section, had now become stereotyped, so that all 
who saw, might learn; all who read, might carry out. 
Hence anyone might avoid the difficulties of labour by 
Cesarean section. He did not wish to be understood as 
saying that modern Cesarean section had no distinct value; 
on the contrary, no obstetrical operation was now so safe, 
both from the point of view of immediate mortality and 
of subsequent morbidity. But its very facility of perform- 
ance was disadvantageous when it led to slack thinking, 
slack management and inefficient ante-natal work. 


Dr. Adam suggested that perhaps Dr. Sherwin had not 
given sufficient prominence to the dangers attending the 
induction of labour. Although it could be carried out 
with the good results shown by Dr. Sherwin, the proce- 
dure carried certain risks, prominent among which was 
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sepsis. One of the greatest troubles attending placenta 
previa was that the presence of large sinuses in the ab- 


normally low placental site involved a special liability | 


to sepsis. 


} 


JOublic Health. 


THE PLAGUE OUTBREAK. 


Dr. SHERWIN, in his reply, referred first to the point | 


raised by Dr. Rothwell Adam. Even when thorough asep- 
tic precautions were observed, there was undoubtedly a 
slight increase in the morbidity following induction of 
labour as compared with that of a normal labour, but he 
thought that this slightly increased incidence was scarcely 
sufficient to weigh against the induction of labour when it 
was otherwise indicated. 

Many questions raised by the various speakers were mat- 
ters of opinion. In obstetrical practice they saw wonderful 
adaptations on the part of Nature to overcome difficulties. 

Dr. Murphy had urged that the type of patient was a 
consideration when Cesarean section was contemplated as 
against induction of labour. With that view he was thor- 


oughly in accord and for an elderly primipara would always | 


choose Cesarean section. 


With reference to Dr. McLorinan’s query as to how to | 


estimate term, Dr. Sherwin thought that thorough abdo- 


minal examinations from the twenty-fourth week onwards, | 
coupled with measurement of the height of the fundus | 


and careful inquiry into the date of the last menstruation, 
would generally suffice. 


fetal head that was of supreme importance; when by the | 


method of Munro Kerr it was found that the head would 
just not enter the pelvic brim, it was time to induce labour. 


As to what influences operated to start labour normally, 


Dr. Sherwin quoted a case in which a foetus, known to | 


have been dead for four months, was passed on exactly 


the date calculated for full term. Such an instance rather | 
shook what little faith he had in some of the theories | 
which had been advanced as to the cause of the onset of | 


labour. 
He did not think that the infant’s life in ante partum 


hemorrhage was worth the same consideration as that of | 


the mother and had emphasized induction of labour in 


toxic albuminuria and the pre-eclamptic state to safe- | 
In actual eclampsia he advo- | 
cated and carried out Cesarean section if drastic elimina- 


guard the interests of both. 


tive measures were not successful. 


In reply to Dr. Meyer, Dr. Sherwin quoted Holmes’s | 
figures (Medicine and Surgery, August, 1917), dealing with | 


1,795 patients in a pre-eclamptic state treated expectantly, 


with a death-rate of 19%, as compared with a series of — 
In this series | 
the maternal mortality was 34%, or nearly double that | 


500 patients treated by abdominal sections. 


in the former. 
With regard to the rising blood pressure, in spite of 


differences of opinion held in various countries, he was | 


personally of opinion that it was a danger signal which 
it would be unwise to ignore. 

In conclusion, Dr. Sherwin thanked the contributors to 
the discussion for their kindly criticisms and for the atten- 
tion they had given his paper. 





NORTHERN SUBURBS MEDICAL ASSOCIATION OF 
NEW SOUTH WALES. 


WE have been asked to announce that a meeting of the 
Northern Suburbs Medical Association will be held at the 
B.M.A. Library, 30-34, Elizabeth Street, Sydney, on Janu- 
ary 21, 1922, at 8 p.m.. 
paper on bone grafting, illustrated by lantern slides. 





THE MEDICAL SOCIETY OF THE HOSPITAL FOR SICK 
CHILDREN, BRISBANE. 


A cLINIcAL meeting of the above Society will be held at | 
the Hospital for Sick Children, Brisbane, on January 26, 
1922, at 7.30 p.m., when a special exhibition of cases of 
lead poisoning in children will be given. 


After all, it was the size of the | 


Dr. H. R. G. Poare will read a | 


THE DEPARTMENT OF HEALTH FOR THE COMMONWEALTH 
has published the following information in Bulletin No. 25, 
dated January 6, 1922: 


Plague in Man. 


During the week ended December 31, 1921, five patients 
were admitted to the Wattlebrae Isolation Hospital. Two 
children, aged three and fourteen years respectively, were 
found to be suffering from plague. Both patients died. 
One of the remaining three patients was subsequently 
found to have plague. In the case of the other two 
patients, the diagnosis was not confirmed. On January 3, 
1922, a male patient was admitted to hospital; he died 
of plague. 

The total number of cases reported up to January 6, 
1922, was 42 and the total number of deaths 27. 

No other definite case of plague was reported during 
the week ended December 31 in any other part of Queens- 
land, but there was a suspicious case in a man aged 29 
years in Cairns. Subsequent bacteriological examination 
| revealed that the illness was not plague. On January 3, 
1922, a Chinaman in Townsville was found to be suffer- 
ing from the disease. He died on the same day. 


Plague in Rats. 


Only one infected rat out of a total of 997 was found 
in Brisbane during the last week of the year. On January 
8, 4 and 5 five infected rats in all were caught. 

In Townsville no further infected rodents were dis- 
covered. From Cairns information was received that 
during the week ended December 21, 1921, two infected 
rodents were discovered, while in the following ten days 
one other infected rat was found. It is stated that a heavy 
mortality had existed at Babinda and at Gordonvale. 

On January 3, 1922, one infected rat was recovered from 
premises in Day Street, Sydney. No other infected rodents 
were among those caught in any other part of Australia. 


Rat Fleas. 


The work of identifying the fleas caught on rats was 
continued at the Australian Institute of Tropical Medicine 
at Townsville. Between November 2 and December 20, 
1921, 62 fleas were gathered from 284 white rats and 84 
guinea-pigs. Of these, 17 were Xenopsylla cheopis and 45 
Ctenocephalus felis. Of 27 fleas collected at Cairns, 15 
were Xenopsylla cheopis. 





. CONFERENCE ON VENEREAL DISEASES. 


THE conference convened by the direction of the Minister 
of Health for the Commonwealth in September, 1921, 
| which was postponed owing to unavoidable circumstances, 
will be held in the Senate Club Room, Federal Parliament 
House, Melbourne, on February 1, 1922, at 2.30 p.m.. 
The Minister of Health will preside and will be supported 
by the Director-General of Health. The executive heads 
of the several State Health Departments, the Commission 
for Venereal Diseases in New South Wales and South 
Australia, a representative nominated by each Branch of 
the British Medical Association in Australia, a representa- 
tive nominated by the medical staff (women) at the Queen 
Victoria Hospital, Venereal Diseases Clinic, in Melbourne, 
Dr. W. A. Sawyer and Dr. A. Lanza, of the International 
Health Board, Professor Sir Harry Allen, representing the 
Melbourne University, and a representative of the Sydney 
University and Dr. . W. Ferguson, Principal Micro- 
Biologist of the Department of Public Health of New 
South Wales, have been invited to attend. In addition, 
the chief quarantine officers of some of the States will be 
present. The subject of discussion will be the value of 
| the legislative and administrative measures introduced 
| for the control of venereal diseases and the advisability 
| of adopting further expedients. 


} 
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aval and Military. 
APPOINTMENTS. 


Tue following appointments are announced in the Com- 
monwealth of Australia Gazette, No. 3, of January 12, 1922: 


Australian Imperial Force. 
A..F. Routine Orper, No. 2, DATED 9TH SEPTEMBER, 1921. 
The Governor-General in Council has approved of the 


following appointments, promotions, etc., made in the Aus- 
tralian Imperial Force, being confirmed:- 


FourtH District BAsE. 
Masor E. W. Morris, Australian Army Medical Corps, 
having resigned, his appointment in the A.I.F. is termin- 
ated in England on 10th October, 1921. 


Australian Military Forces. 
The Governor-General in Council has approved of the 
following changes being made in connexion with the Aus- 
tralian Military Forces: 


First Minirary DIstTRIcv. 


Reserve of Officers. 
Captains S. A. McDonNELL, C. N. MATHESON, M.C., C. J. 
Taytor and C. Uren are transferred from the Reserve of 
Officers, Second Military District, 16th December, 1921. 


Australian Army Medical Corps Reserve. 
Honorary Captains V. F. O’Nem., R. H. LeEeps and 
S. V. O’Recan, M.C., are transferred from the Australian 
Army Medical Corps Reserve, Second Military District, 
16th December, 1921. 


Sreconp Mivitary DISTRICT. 


: Reserve of Officers. 

Captains S. A. McDoNNELL, C. N. MATHESON, M.C., C. J. 
Taytor and C. UREN are transferred to the Reserve of Offi- 
cers, First Military District, 16th December, 1921. 


Australian Army Medical Corps Reserve. 

Honorary Captains V. F. O’Nem., R. H. Leeps and 
S. V. O’Recan, M.C., are transferred to the Australian 
Army Medical Corps Reserve, First Military District, 16th 
December, 1921. 

Honorary Captain H. C. C. SHaAw is retired under the 
provisions of Australian Military Regulation 152 (i), 16th 
December, 1921. 


THIRD MILITARY DISTRICT. 
Australian Army Medical Corps. 
To be Colonel— 


LIEUTENANT-COLONEL (TEMPORARY COLONEL) 
SHaw, D.S.0., lst September, 1921. 


cS: 


FourtH Minitary DIstTRICcT. 


Australian Army Medical Corps. 

THE undermentioned officers are transferred from the 
old organization, with effect as from 31st March, 1921: 
CotoneL M. H. Downey, D.S.O., and to be supernumerary 
to the establishment of Colonels, with pay and allowances 
of Lieutenant-Colonel; LizuTENANT-CoLoNEL H. H. E. Rus- 
SELL, O.B.E.; LiruTENANT-CoLoNEL S. R. Burston, C.B.E., 
D.S.0.; Masor C. Corsin; Mason (Honorary LIkvTeNANT- 
ContoneL) E. A. H. Russert; Masors F. GoLtpsMITH and 
L. G. Tassie, D.S.0.; Capratin H. C. Nort; Caprain (pro- 
visionally) F. W. Nopre; Captains R. G. Burnarp and 
R. L. KENIHAN, M.C.; CAPTAIN AND BREVET-MAJor W. J. W. 
CLosE; Captains L. O. Betts, O.B.E., H. P. Browne tt, 
D.S.0., A. F. Stokes, K. N. Streetz, C. T. Turner, M.C., 
E. H. Lewis and P. W. Rice; LIEUTENANT (Honorary Cap- 
TAIN) A. R. SoutHwoop; LiEUTENANTS (provisionally) P. 
S. MessEnT and. P. F. L. Hussey. 





To be Colonel— 
LIEUTENANT-COLONEL (TEMPORARY COLONEL) S. R. Bor. 
STON, C.B.E., D.S.0., 1st September, 1921. 


To be Lieutenant-Colonel— 
Masor (Honorary LIEUTENANT-COLONEL) E. A. H. Rvs. 
SELL, lst September, 1921. 


To be Major— 
Captain H. C. Nort, 1st September, 1921. 


To be Captain— 
LIEUTENANT (Honorary Captain) A. R. SouTHwoop, 
2nd September, 1921. 


To be Captain (provisionally )— 


LIEUTENANT (provisionally) P. S. MEsSENT, 2nd Sep- 
tember, 1921. 


Cotonet M. H. Downey, D.S.O., is appointed to command 
the Sixth Cavalry Field Ambulance, with pay and allow- 
ances of Lieutenant-Colonel, 1st September, 1921. 

LIEUTENANT-COLONEL H. H. E. Russet, O.B.E., is ap- 
pointed to command the Seventeenth Field Ambulance, 1st 
September, 1921. 

LIEUTENANT-COLONEL E. A. H. RUSSELL is appointed to 
command the Third Field Ambulance, 1st September, 1921. 

LIEUTENANT-COLONEL A. R, CLAYTON, D.S.O., is appointed 
from -the Reserve of Officers, with corps seniority next 
after LIEUTENANT-COLONEL E. A. H. RUSSELL, 2nd Septem- 
ber, 1921. 

Magsor L. W. Jerrries, D.S.O., O.B.E., is appointed from 
the Reserve of Officers, with corps seniority next after 
Magsor L. G. Tassir, D.S.O., 1st September, 1921. 

Magsors H. A. WyYLutiE, M.C., and D. L. Bartow, M.C., and 
Captains F. H. Beare and J. P. O’BRIEN are appointed from 
the Reserve of Officers, and to be Captains, 1st Septem- 
ber, 1921. 

District Base—Staff. 

Masor L. W. Jerrries, D.S.O., O.B.E., Australian Army 
Medical Corps, is appointed Assistant Director of Hygiene, 
1st September, 1921. 


FirtH Mivitary DISTRICT. 


Australian Army Medical Corps. 

LIEUTENANT-COLONEL J. E. F. Srewart, V.D., is trans- 
ferred from the old organization, with corps seniority next 
after CoroneL G. W. Barser, C.B., C.M.G., D.S.O., V.D., 31st 
March, 1921. : 

LIEUTENANT-COLONEL V. O. Stacy, O.B.E., is transferred 
from the old organization, with corps seniority next after 
LIEUTENANT-COLONEL J. E. F. Stewart, V.D., and to be 
supernumerary to the establishment of Lieutenant-Colonels, 
with pay and allowances of Major, 31st March, 1921. 


S1xtH MILiTAry DISTRICT. 
Australian Army Medical Corps. 
Magor (HonorAary LIEUTENANT-COLONEL) H. N. BUTLER, 


D.S.0., is appointed to command the Twelfth Field Ambu- 
lance, and to be Lieutenant-Colonel, 1st September, 1921. 


OLD ORGANIZATION. 
FourtH Mriitary DIStTRIctT. 
Australian Army Medical Corps. 


Cotonen A. E. SHEPHERD, C.B.E., D.S.O., V.D., LIEUTENANT- 
Coronet C. YEATMAN, O.B.E., Magor A. W. Hix and Cap- 
TAIN E. W. ARNOLD are transferred to the Reserve of Offi- 
cers, 31st August, 1921. 

CapTAIN (Honorary Mason) W. D. K. MacGrrrvray, 
Captains C. Botten, A. V. Benson, C. L. CLARKE and J. B. 
Bircu, M.C., are transferred to the Reserve of Officers and 
to be Majors, 31st August, 1921. 

CAPTAIN (provisionally and temporarily) J. F. BarrTiey 
and Captain (provisionally) J. S. Procror are transferred 
to the Reserve of Officers and to be Captains, 31st August, 
1921. 

CapTAIn (provisionally and temporarily) F. Burpen, 
CapTAIN (provisionally) F. J. CHAprPLE and LIEUTENANT 
(provisionally) H. K. Pavy are transferred to the Aus- 
tralian Army Medical Corps Reserve and to be Honorary 
Captains, 3ist August, 1921. 
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— 


Dbituarp. 


GEORGE HERBERT HOPKINS. 


GeoRGE HERBERT HopKINs, whose death took place in 
Brisbane on January 6, 1922, was born in England in 1861. 
He received his preliminary education in London and then 
entered the University College as a medical student. He 
qualified as a Member of the Royal College of Surgeons 
and as a Licentiate of the Royal College of Physicians in 
1890. He was a house. surgeon at the University College 
Hospital and subsequently held house appointments in 
Liverpool and Swansea. In 1892 he took the Fellowship 
of the Royal College of Surgeons. He practised in partner- 
ship in Swansea, South Wales, for a period of eight years 
and during that time was appointed Honorary Surgeon 
of the Swansea Hospital. 


He came to Australia in 1896 and settled in Brisbane, 


where he conducted a successful practice. He was a com- | 


petent surgeon and enjoyed the confidence of his colleagues 
and patients. He was appointed Honorary Surgeon of the 
Brisbane General Hospital and Honorary Medical Officer 
of the Lady Bowen Hospital and held both appointments 
for a considerable time. 

Throughout his career he was strongly attracted to the 
Army. At the age of 17 he obtained a commission in the 
militia forces and was for a time attached to a line regi- 
ment, the Grenadier Guards. Shortly after his arrival in 
Australia he joined the Queensland Defence Force, with 
the rank of Captain in the Army Medical Corps. Later, 
he was attached to the Highth Infantry Regiment and 
retired from it against his wish in April, 1914, with the 
rank of Lieutenant-Colonel. On the outbreak of war he 
offered his services to the Defence Department, but was 
regarded as too senior a man for overseas service. His 
two sons enlisted and one was killed in action. 

George Herbert Hopkins was formerly closely associated 
with the Queensland Branch of the British Medical Asso- 
ciation, of which he was President in the year 1903. 


Hospitals. 
ROYAL PRINCE ALFRED HOSPITAL, SYDNEY. 


Recenty the Board .of Directors of the Royal Prince 
Alfred Hospital, Sydney, decided to make three additional 
appointments to the honorary staff of the Hospital. At 
a meeting of the Conjoint Board, comprising the Directors 
of the Hospital and the members of the Senate of the 
Sydney University, Dr. Lestiz Utz was appointed Honorary 
Bacteriologist and Dr. LAurENcE S. HuGHES and Dr. ALLAN 
S. WALKER were appointed Honorary Morbid Anatomists. 

The resignation of Dr. GrRANvILLE SHARP as Honorary 
Assistant Physician was accepted by the Board with regret. 
Applications to fill the vacancy so made will be invited 
in due course. 





APPOINTMENTS VACANT IN VICTORIA. 


THE attention of our readers is directed to an advertise- 


ment appearing in THE MEDICAL JOURNAL OF AUSTRALIA 
under the heading of the Melbourne Hospital. Under the 
provisions of the by-laws, Dr. A. W. F. Noyes retired from 
the position of Honorary Dermatologist on January 8, 1922. 
Practitioners who have made a special study of diseases of 
the skin will be interested in the announcement that the 
position is vacant. 

Dr. J. F. WiLKINSON has been granted leave of absence 


for a period of ten months to enable him to travel to | 


England and America. During his absence an Acting 
Honorary Physician to In-Patients at the Melbourne Hos- 
pital will carry on his duties. 

The Board of Management of the Victorian Eye and Ear 
Hospital are inviting applications from medical practi- 








tioners to fill two vacancies on the resident staff of the 
hospital. Approximately 12,000 pass through the out- 
patients’ department of this institution each year, while 
1,571 patients were treated in the wards last year. It 
will thus be seen that the experience gained by the resi- 
dent surgeons during their six months’ tenure of office is 
very considerable. 


Correspondence, 
CASES CLOSELY RESEMBLING TYPHUS FEVER. 


Sir: The following is an account of a further case of the 
same nature as those described in my article published in 
THE MEDICAL JOURNAL OF AUSTRALIA of January 7, 1922: 


I was asked by Dr. Wall on December 22, 1921, to see 
a case in a private hospital, which he thought was one of 
“Brill’s disease” or typhus fever. The following are the 
notes to date (December 27, 1921): 


M.F., a man, etatis 51, was first seen by Dr. Wall on 
December 20. He had then been ill in bed for almost a 
week. The onset of his illness had apparently been 
gradual, with the usual symptoms of malaise. There was 
no marked headache. It was very difficult to get a history 
out of him, owing to his confused mental condition. 


On admission to hospital on December 21 his tempera- 
ture was 40° C. (104° F.), his pulse-rate 88 and his respira- 
tory-rate 24. On December 22, when I saw him, the tem- 
perature was 39.4° C. (103° F.), the pulse-rate 90 and the 
respirations 24. There was no cough. The patient was 
quiet, with an impassive countenance, very slow cerebra- 
tion and when answers were given to questions they were 
at times contradictory. The tongue was heavily coated 
with thick, white fur. His bowels were acting naturally 
with motions normal in appearance. There was the typical 
rash present, consisting of (i.) faint subcuticular patches, 
wide-spread, like staining, (ii.) macule, less numerous, 
which in a few places had coalesced like measles spots, 
(iii.) definite petechie. There was the usual distribution 
over the front and back of the trunk and the upper 
halves of the legs and arms, with a few scattered spots 
below the elbows and knees. The face and mucous mem- 
brane of the mouth and throat were absolutely free from 
rash. There was reddening of the inner half of the con- 
junctive, especially in the left eye. The rash was fainter 
than in other cases I have seen, though Dr. Wall said it 
had been much brighter on the two previous days. There 
was no abnormality discovered in the chest or abdomen 
on physical examination. 


The temperature fell to 37.7° C. (99.8° F.) on the morn- 
ing of December 23, rising to 38.9° C. (102° F.) that even- 
ing; then to 37.5° C. (99.4° F.) on the next two mornings, 
rising to 38.3° C. (101° F.) in the evenings. On Decem- 
ber 26 it was subnormal all day and has remained so to- 
day. This would correspond to the twelfth to fourteenth 
day of illness. The pulse-rate has remained about 88 to 
90 throughout and the respiratory rate at 24. The 
tongue began to clean at the tip and edges on December 23 
and to-day is nearly clean. In the urine there was a slight 
cloud of albumin on December 25, but it is free from albu- 
min to-day. Cerebretion is still very slow and it is diffi- 
cult to get answers to questions, though the patient says 
he feels better. Blood taken on December 23 gave a leuco- 
cyte count of about 6,500. It yielded no agglutination with 
typhoid or paratyphoid A and B bacilli, but a positive 
agglutination in a dilution of 1 in 40 to Bacillus proteus 
X 19; ; 


From the mental condition it is difficult as yet to trace 
his history. This residence is in Adelaide. For a fort- 
night previous to taking to his bed he had been a clerk 
in a merchant broker’s office with no connexion with 
wheat. Before that he had not been working. I inter- 
viewed his mother to-day and could get no direct history 
of contact with weevily wheat. 

The fact of this case occurring five months after the 
last known case and that these last two cases have been 
noticed by Dr. Wall, as he confesses, simply through the 
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impression produced on his mind by his first severe case, 
strengthens the belief that other cases are occurring which 
are being missed. 
Yours, etc., 
F. S. Hone. 
North Terrace, Adelaide, 
December 28, 1921. 





“RED BACK” SPIDER BITE. 





Sir: Re Dr. Rodway’s letter in your issue of January 14, 
1922, about the “red back” spiders, about eleven years ago 
I was “bitten” by one. I caught the spider and Mr. Frog- 
gatt, the Government Entomologist, identified it as Latro- 
dectus hasselti. The week of pain and profuse perspira- 
tion following the “bite” is still a vivid memory. I have 
seen five cases of “red back” spider “bite” in the last three 
weeks. The patients all saw the spiders after they had 
been “bitten” and have no hesitation in saying that they 
were of the “red back” variety. 

Yours, etc., 
J. W. SUTHERLAND. 

Narromine, January 14, 1922. 


—— 





HOOKWORM CAMPAIGN. 





An advertisement appears in this issue inviting applica- 
tions from qualified medical men for the position of Medi- 
cal Officer in charge of a Field Unit in connexion with 
the Hookworm Campaign. 

The Hookworm Campaign is an important part of the 
public health activities of the Commonwealth. The posi- 
tion should appeal strongly to those who are interested in 
preventive medicine and the great possibilities of organ- 
ized team work. 


<i 
—_— 





INTERNATIONAL CONGRESS FOR THE HISTORY OF 
MEDICINE. 





THe next International Congress for the History of 
Medicine is to be held in London on July 24-29, 1922, when 
Proressor Sr1nGER, of Oxford, will preside. The business 
will include a discussion on the history of anatomy. 


<i 





Wedical Appointments. 


Dr. W. K. W. Fioox (B.M.A.) has been appointed Govern- 
ment Medical Officer at Mendooran, New South Wales. 
* * « * 
Dr. R. J. Smtverton (B.M.A.) has been appointed Hon- 
orary Urologist to the Royal North Shore Hospital of 
Sydney, St. Leonards. 


_— 
<_ 





Medical Appointments Vacant, etc.. 


For announcements of medical appointments vacant, assist- 
ants, locum tenentes sought, etc., see “Advertiser,” page xx.. 


BENEVOLENT Society oF New SoutH WaALEs: Honorary 
Pathologist, Renwick Hospital for Infants, Summer 
Hill. 


CHILDREN’s Hospirar (Inc.), PERTH, WESTERN AUSTRALIA: 
Chief Resident Medical Officer. 


HookworM CAMPAIGN: Medical Officer in Charge of Field 
Unit. 


Lunacy DEPARTMENT, VicTor1A: Junior Medical Officers. 


MELBOURNE Hospitaut: Acting Physician to Out-Patients, 
Dermatologist and Two Medical Clinical Assistants. 


Pusiic Service Boarp, NEw SoutH WaAtess: Junior Assist- 
ant Microbiologist, Department of Public Health. 


VICTORIAN EYE AND Ear Hospitat: Two Resident Surgeans. 


Wevical Appointments: Important Motice, 


MEDICAL practitioners are requested not to outy for any 


appointment referred to in the following table, 





thout having 


first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of 
the British Medical Association, 429, Strand, London, W.c., 





BRANCH. 


APPOINTMENTS. 





NEw SoutH WALES: 

Honorary Secretary, 

30 - 34, Elizabeth 
Street, Sydney 


Australian Natives’ Association 
Ashfield and District Friendly Societies’ 


Dispensary 
Balmain United Friendly Societies’ Dis. 
_ pensary | 
Friendly Society Lodges at Casino 
Leichhardt and Petersham Dispensary 
Manchester Unity Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney 
Marrickville United Friendly’ Societies’ 
Dispensary 
North Sydney “united Friendly Societies 
People’s Prudential Benefit Society 
Phenix Mutual Provident Society 





VIcToRIA : Honorary 


All Institutes or Medical Dispensaries 
Australian Prudential Association Pro- 
prietary, Limited 





Secretary, Medical 
Society Hall, East ee eT Independent Order of 
Melbourne Mutual National Provident Club 
National Provident Association 
QUEENSLAND: Hon- 


orary Secretary, 

B. M.A. Building, 

Adelaide Street, 
Brisbane 


ing ~ oy United Friendly Society Insti- 
ute 
Stannary Hills Hospital 





SouTH AUSTRALIA: 

Honorary Secretary. 

3, North Terrace, 
Adelaide 


Contest, Practice Appointments at Ren- 


Couteact Practice Appointments in South 
Australia 





WESTERN Auvs- 

TRALIA: Honorary 

Secretary, 6, Bank 

of New South Wales 

Chambers, S&t. 

George’s Terrace, 
Perth 


All Contract Practice Appointments in 
Western Australia 





NEW ZBALAND 
(WELLINGTON Divi- 
SION) : Honorary 
Secretary, \ Welling- 





Friendly ee Lodges, Wellington, 


New Zealan 





Diary for the Month. 


JAN. 
JAN. 


JAN. 


Wales. 


21. tienes Suburbs Medical Association, New South 


Wa 
24.—_New South Wales Branch, B.M.A.: Medical Politics 
Committee ; 


Organization and Science Committee. 


25.—Victorian Branch, .M.A.: Council. 

26.—Brisbane Hospital for Sick Children: Clinical Meeting. 
27.—Queensland Branch, te il. 

28.—Northern District Medical Association, New South 


Counc 


3.—Queensland Branch, B.M.A.: Branch. 
8.—Federal Committee of the British Medical Association 


in Australia. 


8.—Western Australian Branch, B.M. ~ i Council. 
9.—Victorian Branch, B.M.A. 
9.—Brisbane Hospital Clinical Hs nog 
10.—Tasmanian Branch, A. ? 
10.—Queensland Branch, B.M.A.: Council. 
10.—South_ Australian Branch, B.M.A.: Council. 
14.—New South Wales Branch, B.M.A.: Ethics Committee. 
21.—New South_ Wales Branch, B.M.A.: Executive and 


: ‘Gounci 


Annual Meeting. 


Finance Committee. 





Editorial 1 Notices, 


Manuscripts forwarded to the to the office of this journal cannot 
under any circumstances be returne 
Original articles forwarded for -<- are understood to 


be offered to THE 


ICAL JOURNAL OF AUSTRALIA alone, unless 


the contrary be stated. 


1 communications should be osiremet to 
THE MEDICAL JOURNAL OF AUSTRALIA 
Blizabeth Street, Sydney. 


“The Editor,” 
; Building, 30-34, 
(Telephone: B. 4635.) 











Vou. I.- 











